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(1)

THE HEALTHY START PROGRAM: IMPLEMEN-
TATION LESSONS AND IMPACT ON INFANT
MORTALITY

THURSDAY, MARCH 13, 1997

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HUMAN RESOURCES,

COMMITTEE ON GOVERNMENT REFORM AND OVERSIGHT,
Washington, DC.

The subcommittee met, pursuant to notice, at 10:10 a.m., in room
2247, Rayburn House Office Building, Hon. Christopher Shays
(chairman of the subcommittee) presiding.

Present: Representatives Shays, Snowbarger, Towns, Kucinich,
and Barrett.

Also present: Representatives Cummings, Thompson, and Stokes.
Staff present: Lawrence J. Halloran, staff director and counsel;

Doris F. Jacobs, associate counsel; Robert Newman, professional
staff member; R. Jared Carpenter, clerk; Ronald Stroman, minority
professional staff; and Ellen Rayner, minority chief clerk.

Mr. SHAYS. Good morning. I would like to call this hearing to
order and welcome our witnesses and our guests to what is a very
important hearing.

Every child deserves a healthy start. That caring principle moti-
vated President Bush in 1989, to make the effort against infant
mortality a national priority. Part of that initiative was the
Healthy Start Program, a 5-year demonstration begun in 1991 to
test innovative, locally driven approaches to reach pregnant women
and improve the health of their babies.

Since then, Healthy Start projects in 22 communities have
planned their strategies, formed their community organizations,
and provided a variety of services to expectant mothers. Through
this fiscal year, Congress appropriated and the Department of
Health and Human Services, HHS, spent more than $500 million
on Healthy Start.

Now the test is over, and it is time to find out what worked and
what did not. It is time to analyze as objectively as possible, the
impact of Healthy Start initiatives on the leading causes of infant
mortality: low birth weight, birth defects, and Sudden Infant Death
Syndrome. It is time to determine what Healthy Start dem-
onstrated about the effectiveness and sustainability of community
action to improve the health of infants at risk.

Toward that end, HHS is conducting a formal evaluation of the
15 original Healthy Start projects. The study will measure the pro-
gram’s performance in terms of infant mortality data, infant health
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records, maternal health records, and public health statistics. The
$5 million study will be completed in late 1998 or early 1999.

But the Department believes that enough is already known to
justify expansion of the program to 30 more localities. The Presi-
dent’s fiscal year 1989 budget requests $96 million for replication
of nine successful Healthy Start infant mortality reduction strate-
gies.

The request raises important oversight questions: On what basis
did the Department declare the program a success? Can reductions
in infant mortality rates be linked directly to Healthy Start initia-
tives prior to completion of a national evaluation? On what empir-
ical data can communities rely to replicate the successes and avoid
the missteps of Healthy Start? Can HHS manage an expanded pro-
gram effectively?

As much as anyone, I want the answers to confirm that we have
found locally supported approaches reduce infant mortality. But
the decisions affecting the lives of 30,000 babies each year should
be based on facts, not hopes or theories. Federal policies and pro-
grams to fight infant mortality must be based on sound research
and current data, not anecdotal information and purely local eval-
uation. When it comes to the care of vulnerable infants, good inten-
tions are no substitute for good health outcomes.

We ask the HHS public health agencies involved in the fight
against infant mortality to address these concerns. We also invite
Healthy Start project directors to describe their work, to bring local
solutions to a national problem.

Your testimony today is an important part of the subcommittee’s
Healthy Start evaluation. We are very grateful that you came, and
we are eager to begin this hearing. And we welcome all of you.

With that, I would like to call on Ed Towns, who is the ranking
member of this subcommittee, and I would say without hesitation
an equal partner in this process, in this hearing, and in all of the
other hearings that we have conducted. Mr. Towns.

Mr. TOWNS. Thank you very much, Mr. Chairman.
Millions of our children are in grave risk because of infant mor-

tality and low birth weight, particularly in our under-served and
minority communities.

In 1992, the infant mortality rate was 8.5 deaths per 1,000
births, one of the highest rates of infant mortality among industri-
alized nations. African-American infants die at a rate more than
twice the rate for white infants, with 17.6 infant deaths per 1,000
births, a rate seen in some of the poorest Third World countries.

We are, however, making progress. Since 1970, the infant mor-
tality rate has been cut in half. But the rate is still much too high,
particularly in economically disadvantaged neighborhoods. That is
why programs like Healthy Start are so important.

Healthy Start was developed by Dr. Louis Sullivan, former Bush
administration Secretary for the Department of Health and Human
Services. Dr. Sullivan recognized that a one-size-fits-all-approach to
infant mortality and low birth weight would not work in under-
served areas. Dr. Sulllivan designed Healthy Start to allow local
health care providers and community residents to develop indi-
vidual programs that work best in their communities.
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For example, the Bedford Healthy Start Program in my district
provides prenatal care, substance abuse prevention, treatment for
adolescent drug abuse, a pregnancy program, immunization, of
course, nutrition education and counseling, and primary medical
care for children.

While a 5-year study to evaluate the success of Healthy Start
will not be complete until next year, data from the Healthy Start
target areas suggest that the program has helped reduce infant
mortality and other pregnancy problems.

According to information that I received from Healthy Start in
New York City from 1990 to 1995, infant mortality dropped 43 per-
cent in the Bedford target area compared to a 24 percent decline
city-wide. The overall decrease in the other New York Healthy
Start target areas was 40 percent.

According to Senator Arlen Specter in testimony that he provided
last year in the Senate on the Healthy Start Program, the results
of Healthy Start have been extraordinary.

In Pittsburgh, infant mortality has declined 20 percent, and an
estimated 61 percent decline for women who have taken advantage
of the Healthy Start Program.

Additionally, Gen. Colin Powell has announced that Healthy
Start will be a major part of the Corporation of National Service
that Presidents Bush, Carter, and Ford will unveil in the coming
weeks.

Two days ago, members of my staff visited the Baltimore Healthy
Start Program, and talked to health care providers, community
leaders, and with women and men who are participating in the pro-
gram. Everyone they talked with said that the program is well-run,
and is dramatically improving pre- and post-natal health care for
the women and children in the program. They came back excited.

Like any other program, Healthy Start can be improved. It is my
sense that HHS should exercise better oversight over the oper-
ations of the program. But this federally-funded, locally-adminis-
tered program appears to be cost effective.

According to the Office of Technology Assessment, $8 billion was
expended in 1987 for the care of low birth weight babies. HHS has
estimated that reducing the number of children born of low birth
weight by 82,000 births could save between $1.1 million and $2.5
million a year. We are talking about saving money.

If Healthy Start can continue to play a role in reducing infant
mortality and low birth weight babies, and help to improve the
quality of life for poor women and children in our country, it de-
serves our strongest support.

The program witnesses that we will hear from today are on the
front lines battling infant mortality in communities across this Na-
tion, communities where Healthy Start has made the difference be-
tween life and death for thousands of poor American children.

I am hopeful that we will learn enough from their comments to
dramatically improve the life expectancy for our country’s poorest
children.

Thank you very much, Mr. Chairman. And I yield back.
Mr. SHAYS. I thank the gentleman.
Mr. Snowbarger, vice chairman of the subcommittee.
Mr. SNOWBARGER. I have nothing at this time. Thank you.
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Mr. SHAYS. Mr. Barrett.
Mr. BARRETT. Thank you, Mr. Chairman. I do have a statement,

if I could, please.
Thank you for holding this hearing on the Healthy Start dem-

onstration program. I am a strong supporter of Healthy Start. The
program in my district is called the Milwaukee Women and Infants
Project. And it has achieved good and solid results in my commu-
nity by getting pregnant women into prenatal care.

Milwaukee was approved as a Healthy Start site, because we
were experiencing alarming infant mortality and low birth weight
baby rates. The problems that Healthy Start addresses are typical
in my community. And the problems are particularly striking for
our African-American community.

For example, in Milwaukee, the average low birth weight for
1988 through 1990 was 14.7 per 1,000 births, with the African-
American rate being 18.3. By 1994, the infant mortality rate had
decreased by 8 percent for white infants. However, the IMR for
non-white infants increased by 20 percent.

I am proud to say that our Milwaukee Healthy Start Program
currently reports zero infant deaths among its client population. In
addition, it reports a 22 percent increase in the number of women
enrolling in prenatal care during their first trimester, and substan-
tial increases in health, immunization, and nutritional access for
infants and their mothers.

Mr. Chairman, with the subcommittee’s consent, I would like to
enter a statement from the Milwaukee Healthy Women and Infants
Project into the subcommittee’s record.

Mr. SHAYS. Without objection.
[The information referred to follows:]
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Mr. BARRETT. Again, I am a strong supporter of Healthy Start.
When you look at the babies, who could not be? Healthy Start
projects are the type of community-based, locally-designed, and lo-
cally-controlled programs that many of my colleagues assert all
programs should be.

For that reason, I am puzzled as to why the effectiveness of these
projects would be called into question even before a Federal study
is completed.

Healthy Start is a good investment. Look at the communities and
talk to the clients. The results are evident.

I must also express puzzlement about portions of the Department
of Health and Human Service’s current funding decisions for the
Healthy Start Program. The Healthy Start Program in my district
is in the category of projects termed ‘‘special projects.’’ It is my un-
derstanding that the Department proposes to severely under-fund
special project sites.

When the Healthy Start demonstration began in the Bush ad-
ministration in 1991, Milwaukee was one of seven projects deemed
approved, but not funded. Milwaukee and six other projects were
federally funded beginning in 1994. Milwaukee has been funded at
a level of $1 million annually.

It is my understanding, however, that the seven special project
programs will be limited to a maximum of $500,000 under phase
II of Healthy Start. My community’s Healthy Start project is telling
me it will not be able to operate at this funding level, ending serv-
ices for many of my constituents.

In fact, I have been informed that the so-called ‘‘special projects’’
have always been restricted in access to funding, and have never
had the opportunity to apply for the higher funding levels available
for the original sites, and for the proposed new sites.

Today, I hope to receive an explanation about the criteria for
such administrative funding decisions, because my district needs
Healthy Start. I do not want to close it down, because it works.

Thank you.
[The prepared statement of Hon. Thomas M. Barrett follows:]
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Mr. SHAYS. I thank the gentleman.
If I could, I would like to get some housekeeping out of the way,

if I can.
I ask unanimous consent that all members of the subcommittee

be permitted to place any opening statement in the record, and
that the record remain open for 3 days for that purpose. Without
objection, so ordered.

And I also ask unanimous consent that all witnesses be per-
mitted to include their written statements in the record. Without
objection, so ordered.

We have two panels that will be coming before us. The first is
comprised of officials from the U.S. Department of Health and
Human Services. And then we will be having providers in the local
communities who will come and testify about their programs.

At this time, I would like to call Audrey Nora, Director of Mater-
nal and Child Health Bureau, Health Resources and Services Ad-
ministration, accompanied by Thurma McCann, Director of Divi-
sion of Healthy Start, Maternal and Child Health Bureau. Also, I
would call James Marks, Director of the Chronic Disease Center,
Centers for Disease Control and Prevention; Duane Alexander, Di-
rector of the Institute of Child Health and Human Development,
National Institutes of Health; and Lisa Simpson, Acting Adminis-
trator, Agency for Health Care Policy and Research.

If you would all just come and stand, as we do swear our wit-
nesses in, even Members of Congress. This is a policy that we have
for everyone.

[Witnesses sworn.]
Mr. SHAYS. For the record, everyone has responded in the affirm-

ative. I hope we can fit you at that table. We probably need a table
a little wider. I am sorry for that. The important thing is that you
have enough space to put your documents down, and have a mike
that picks up your voice.

Let me from the outset just apologize and just state for the
record. I chair the task force on the Budget Committee on Health
Care, and we are making our preliminary decisions on what we are
going to report to the full House. And the meeting is now.

I want to weigh in on the very issues that we are talking about
in a positive way. So that should give me some license to leave.

I will say that one of the issues that I would like responded to
from all participants, is, although I will not be here: it is my under-
standing that this program was intended to be a program to see
the effect of local initiatives. But it was a local-based and local
community effort, and that ultimately we would see programs. And
it was the expectation, I thought, and the expectation of others,
that they would ultimately be self-financing, that we would then
seed additional programs. I would love, for the record, the re-
sponses. So I’ve really asked a question up front that I hope others
will address.

We are going to start in the order that I called you, which would
be Dr. Nora first and then Dr. Marks, then Dr. Alexander, and
then Dr. Simpson, in that order. This will be chaired by Vince
Snowbarger, who is the vice chairman of the subcommittee.

Mr. SNOWBARGER [presiding]. Dr. Nora.
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STATEMENTS OF AUDREY H. NORA, DIRECTOR, MATERNAL
AND CHILD HEALTH BUREAU, HEALTH RESOURCES AND
SERVICES ADMINISTRATION, DEPARTMENT OF HEALTH AND
HUMAN SERVICES, ACCOMPANIED BY THURMA MCCANN, DI-
RECTOR, DIVISION OF HEALTHY START, MATERNAL AND
CHILD HEALTH BUREAU; JAMES S. MARKS, DIRECTOR, NA-
TIONAL CENTER FOR CHRONIC DISEASE PREVENTION AND
HEALTH PROMOTION, CENTERS FOR DISEASE CONTROL
AND PREVENTION, DEPARTMENT OF HEALTH AND HUMAN
SERVICES, ACCOMPANIED BY MARY ANNE FREEDMAN, DI-
RECTOR, DIVISION OF VITAL STATISTICS, NATIONAL CEN-
TER FOR HEALTH STATISTICS, CENTERS FOR DISEASE CON-
TROL AND PREVENTION; DUANE ALEXANDER, DIRECTOR,
INSTITUTE OF CHILD HEALTH AND HUMAN DEVELOPMENT,
NATIONAL INSTITUTES OF HEALTH, DEPARTMENT OF
HEALTH AND HUMAN SERVICES; AND LISA SIMPSON, ACT-
ING ADMINISTRATOR, AGENCY FOR HEALTH CARE POLICY
AND RESEARCH, DEPARTMENT OF HEALTH AND HUMAN
SERVICES

Dr. NORA. Mr. Chairman and members of the subcommittee, I
am Dr. Audrey H. Nora, Director of the Maternal and Child Health
Bureau, Health Resources and Services Administration. I am ac-
companied this morning by Dr. Thurma McCann, the Director of
the Maternal and Child Health Bureau’s Division of Healthy Start,
who is sitting on my right.

Mr. SNOWBARGER. Dr. Nora, if I could interrupt, before we get
into the substance of the testimony, I want to point out, both to the
panel and to my colleagues up here, we don’t have lights this morn-
ing on the timing, and our timing is going to be held over here by
a flip chart.

We will try to be generous with the time and understand that
it is a little difficult to see that while you’re testifying, but I apolo-
gize for the inconvenience.

I’m sorry, Dr. Nora. Go ahead.
Dr. NORA. OK. Thank you. I am pleased to share with you our

efforts to reduce infant mortality in the United States through
Healthy Start. In my testimony today, I will highlight the progress
Healthy Start has made toward improving maternal and infant
health in 22 communities across the country, and describe how the
Department plans to buildupon what we have learned.

In short, we are convinced that the Healthy Start Program is
having a positive impact on reduction of infant mortality and mor-
bidity in the areas where the program exists, and we are now plan-
ning to replicate these successful efforts in other parts of the coun-
try.

Infant mortality, which is defined as the death of babies before
their first birthday, is a public health tragedy. Thanks to an inten-
sified national commitment to babies, to giving babies a healthy
start in life, the preliminary estimate for the U.S. infant mortality
rate is at a historic low of 7.5 deaths per 1,000 live births in 1995,
and the proportion of mothers getting early prenatal care is at a
record high of 80.2 percent in 1994.

We have also seen declines in some of the risk factors for low
birth weight and infant mortality. Teen births dropped for the
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fourth straight year in 1995, and smoking among pregnant women
has been decreasing in recent years. Nevertheless, when compared
to other developed countries, the United States continues to have
unacceptably high infant mortality rates with significant dispari-
ties among racial and ethnic groups.

In 1991, based on findings by a White House Task Force on In-
fant Mortality, President Bush recommended that actions be taken
to address persistently high infant mortality rates in this Nation,
particularly those associated with ethnic and racial populations.

Healthy Start began as a demonstration program in late 1991,
with funds appropriated initially under Public Law 102–27, ‘‘the
Dire Emergency Supplemental Appropriations Act of Fiscal Year
1991,’’ and has been renewed annually since then, in Labor HHS
appropriations bills.

The Healthy Start Program was built on the premise that resi-
dents of local communities would best know how to overcome these
barriers. Thus, new, community-based strategies were needed to
attack the causes of infant mortality and low birth weight, espe-
cially among high-risk populations.

The National Institutes of Health, the Centers for Disease Con-
trol and Prevention, the Agency for Health Care Policy and Re-
search, and many other Federal agencies participated with HRSA
in the development of the Healthy Start conceptual framework.
They continue to be our allies in addressing health issues affecting
our Nation’s mothers, infants, children, and their families.

Applicants for Healthy Start grants were sought among both
urban and rural communities with infant mortality rates at least
one-and-a-half times the national average. In late 1991, 15 appli-
cants—13 urban and 2 rural—were awarded planning grants.

The initial grants supported year-long, comprehensive planning
activities through fiscal year 1992. The projects began serving cli-
ents in fiscal year 1993.

The overall goal was to reduce infant mortality in the project
areas by 50 percent over a 5-year period, focusing on five principles
which would assure early prenatal care and appropriate supports
for families. These five principles include: innovation, community
commitment and involvement, increased access to health care,
service integration, and personal responsibility.

In late 1994, seven additional communities—five urban and two
rural—received Healthy Start special project grants. These commu-
nities also had infant mortality rates greater than one-and-a-half
times the national average for infant mortality. The goal for these
projects was to significantly reduce infant mortality rates in the
target areas over a 2-year period.

In 1993, HRSA entered into a contract with Mathematica Policy
Research to conduct an independent, extensive cross-site evaluation
of the 15 original Healthy Start projects. This national evaluation,
managed by HRSA’s Office of Planning and Evaluation, consists of
both process and outcome analyses.

The process evaluation will detail the individual characteristics
of the 15 original projects, their health and social service infra-
structures, organizational characteristics, and descriptive informa-
tion about the type and scope of local interventions.
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The outcome evaluation entails a quantitative analysis of the
overall success of the Healthy Start Program through assessment
of multiple program outcomes, such as infant mortality rates, low
birth weight incidence, and improved maternal and infant health,
using client-specific data as well as secondary data sources.

The national evaluation is a 5-year effort with a final report due
in 1998. Comparisonsites to the Healthy Start communities will be
selected in order to demonstrate the comparative impact of Healthy
Start interventions on communities.

While we await the completion of the Mathematica evaluation,
results from similar national studies and the impact of community-
based service interventions and outcomes from a number of local
evaluations at current Healthy Start demonstrationsites are pro-
viding useful information.

A recent cross-site successful program to reduce infant mortality
in the South was conducted by the School of Public Health, Univer-
sity of North Carolina. The evaluative program, called Healthy Fu-
tures/Healthy Generations, used interventions similar to Healthy
Start’s. It was sponsored, from 1988 to 1993, by the Southern Gov-
ernors Association, and was co-funded by the Robert Wood Johnson
Foundation and the Maternal and Child Health Bureau.

The evaluation compared data from 11 Southern States partici-
pating in the Healthy Futures/Healthy Generations program with
six States who were not participating, and it attempted to deter-
mine if a broad set of perinatal interventions had assisted partici-
pating States to reduce infant mortality and expand access to
health care services.

Many of the Healthy Futures/Healthy Generations interventions
were very like those developed by Healthy Start projects, and in-
cluded public awareness campaigns for prenatal care services, risk
screening protocols, increased obstetric personnel and training of
those personnel, improved management of high-risk mothers and
newborns, and improved identification and followup of high-risk in-
fants.

Major findings from this evaluation include: improved health out-
comes of mothers and infants; enhanced perinatal health care sys-
tems; increased utilization of public and private resources, and
other efforts which served as a catalyst for a wide range of infant
mortality reduction activities. Substantial decline in infant mor-
tality in the South occurred during the Healthy Futures/Healthy
Generations period, compared to the pre-program period. For exam-
ple, at the conclusion, the infant mortality rate was 10 compared
to 11.3 infant deaths prior to beginning the program and these in-
fant mortality declines were substantially greater for black popu-
lations in the South. There were also increases in the percentage
of women who sought prenatal care during their first trimester.
There was an increase of .3 percent in the South compared to a .4
percent decrease in early prenatal care nationwide.

Our knowledge of successful community-driven approaches for
Healthy Start grantees has been greatly enriched by timely infor-
mation from 14 of the 15 original projects. Each of the seven spe-
cial projects has also been required to conduct a local evaluation.

The local evaluations have looked at interventions, such as out-
reach services, infant mortality reviews, prison initiatives, post-
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partum surveys, community ethnographic studies and studies of
special populations, such as adolescents and male partners.

The Healthy Start initiative also features an aggressive national
and local public information and education component that raises
awareness of infant mortality and promotes prenatal care and
other healthy behaviors. A new set of public service advertise-
ments, released in February, urges women to avoid putting their
babies’ health ‘‘on the line’’ by seeking early and regular prenatal
care.

The campaign features toll-free numbers for English-speaking
callers and Spanish-speaking callers. For the first time, just by
calling the hotline, women can reach either their own States’ ma-
ternal and child health office or a local Healthy Start site, which-
ever is closer.

Over the 4 operational years of fiscal year 1993 through 1996, in-
formation we have learned from the Healthy Start projects has
been distilled into nine models of infant mortality reduction strate-
gies which support the concept of community-based service integra-
tion.

Mr. SNOWBARGER. Dr. Nora, we’re going to have to ask you to
sum up quickly here. We have tried to be generous with the time,
and we’re going to be running late if we allow everyone the same
amount of time. Thank you.

Dr. NORA. OK. Thank you. The Maternal and Child Health Bu-
reau and its Division of Healthy Start has provided guidance and
oversight to the 22 Healthy Start projects.

Our management of the Healthy Start initiative extends to as-
sisting the grantees in developing and implementing programs and
strategies to reduce infant mortality, closely monitoring perform-
ance, providing and arranging for the provision of technical assist-
ance, facilitating community consortium development, mediating
conflicts, and promoting communication with State Title V agen-
cies.

While the overwhelming majority of Healthy Start sites have ex-
perienced minimal problems in the development of consortia, local
conflicts have emerged in a few sites. Federal regulations allow
HRSA to take corrective action where grantees exhibit serious defi-
ciencies or, ‘‘exceptions,’’ in business management or unsuccessful
performance in administrative and programmatic management.

Currently, three grantees fall into this ‘‘exceptional’’ category.
They are Birmingham, Detroit, and Northwest Indiana.

The Mississippi Delta Futures Project was selected as one of the
seven special projects in late 1994. Its project area covers eight
counties in the Delta Region. Since inception, the project has expe-
rienced difficulties in reaching cohesions within the multi-faceted
communities of the project area, establishing effective communica-
tions among all stakeholders and timely compliance with grant re-
quirements.

Intensive technical assistance from both Federal staff and pri-
vate sector resources has been provided. In spite of these efforts,
it has been necessary to reduce funding to this project during this
fiscal year.

Mr. SNOWBARGER. Dr. Nora, could you conclude fairly quickly
here?
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Dr. NORA. Yes. Yes. I will.
In conclusion, with encouragement from the Congress, HRSA has

established three objectives to operationalize the Healthy Start ini-
tiative: No. 1, operationalize successful Healthy Start models
through replication; No. 2, establish a peer mentoring program;
and No. 3, disseminate nationally information which we have
learned.

In closing, I would like to emphasize that we are confident that
Healthy Start will continue to be a vital component of the adminis-
tration’s comprehensive national strategy to increase access to pre-
natal care and to help families care for their infants.

We know that early and continuous prenatal care makes a dif-
ference. If children are indeed our future, Healthy Start is a stra-
tegic investment in that future.

This concludes my testimony.
[The prepared statement of Dr. Nora follows:]
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Mr. SNOWBARGER. Thank you, Dr. Nora. Dr. Marks.
Dr. MARKS. Thank you, Mr. Chairman. Good morning. I am Dr.

James Marks from the National Center for Chronic Disease Pre-
vention and Health Promotion at the Centers for Disease Control.

I am pleased to be here to discuss some of our agency’s activities
related to infant mortality and prenatal care, including the Na-
tional Vital Statistics System. I will summarize my written testi-
mony on this work and also discuss the timeliness and accuracy of
the data, and some of our other activities in this area.

As Dr. Nora has mentioned, the infant mortality rate in the
United States has declined steadily over the last quarter century,
reaching 7.5 deaths per 1,000 live births in 1995, the lowest rate
ever recorded. Slightly over 30,000 infants die in the United States
each year, with the leading causes of death being birth defects, dis-
orders related to prematurity and low birth weight, Sudden Infant
Death Syndrome, and Respiratory Distress Syndrome.

However, the relatively poor international ranking of the United
States in infant mortality and the large differential in infant mor-
tality among the U.S. population subgroups presents cause for con-
cern.

The vital statistics system maintained by CDC’s National Center
for Health Statistics is the source of the Nation’s official vital sta-
tistics. These statistics are provided through State-operated reg-
istration systems and are based on vital records filed in the State
offices. Detailed annual birth and death data are available for the
United States as a whole, for States, for counties, and cities of
greater than 100,000.

CDC believes this State data on low birth weight and infant mor-
tality to be highly accurate. All of the States have adopted laws re-
quiring registration of live births and deaths, and CDC relies on in-
formation provided by the States to complete the national files. An
example: the States were able to link about 98 percent of all infant
death records to their corresponding birth certificates, one of the
ways that they are encouraged to check on completeness of reg-
istration.

With regard to timelines, the vital statistics system is in transi-
tion, with a shift toward electronic collection and transmission of
data. This is dramatically improving timeliness. In 1995, almost 70
percent of births were registered electronically, although most
States were still processing a paper legal record.

In October 1996, CDC released preliminary data for calendar
year 1995, including preliminary infant mortality rates, by cause of
death and race. This was an almost 12-month improvement over
previous data releases.

CDC is working further with the States to continue to improve
timeliness of vital statistics in general, and especially timeliness of
the linked birth and death data.

In addition to collecting the vital statistics, CDC conducts epi-
demiologic research into the risks and causes of infant mortality
and supports the States to gather and better use their data to as-
sess their infant health problems and target their resources. I will
now describe some of this work in a little detail.
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For example, one measure that is of great importance is that of
early prenatal care, defined as having the initial prenatal visit
within the first 3 months of pregnancy.

In 1994, about 80 percent of all women received early prenatal
care, but there is substantial variation among our largest cities,
with the cities that have the lowest rates averaging slightly over
50 percent, and those with the highest rates having over 80 percent
of women receiving early prenatal care.

Another way that we use vital statistics is in examination of eth-
nic and racial disparities in infant mortality. As you have heard,
African-American infants have over twice the rate of infant mor-
tality as do white infants.

It is found that this is principally due to the very low birth
weight rate, which contributes to almost two-thirds of the disparity
and the concomitive higher mortality of those very small infants.

Although these very low birth weight infants represent only a
tiny fraction of all the births in the United States—about 2.3 per-
cent of the births to African-Americans and only .8 percent among
whites—because of their high mortality, they account for this ex-
cess.

Further, when you look at the risk of death to college-educated
African-American women, compared with college-educated white
women, we find that the excess remains. We would assume, for
these college-educated groups, that access to quality care would be
much more nearly equal than for the population as a whole, yet the
excess remains.

Therefore, CDC has begun to examine the psychological, social,
cultural, and environmental factors that may contribute to pre-
term delivery, using a community participatory approach in Har-
lem and Los Angeles. We are working with the communities to un-
derstand how they view the infant mortality and the risks and pro-
tective factors influencing maternal health and pregnancy out-
comes.

CDC also works heavily in the area of birth defects, the leading
cause of infant mortality, where it is surveillance and epidemiologic
capabilities have enabled us to conduct research that has led, for
example, to show that the consumption of the vitamin, folic acid,
could prevent 50 to 70 percent of cases of neural tube defects, a
very serious birth defect.

Our efforts, along with those of others, contributed to the FDA’s
decision to require fortification of the food supply with low levels
of folic acid.

I would now like to just briefly mention our work with the States
and communities.

The Maternal and Child Health Epidemiology Program is col-
laborative between CDC and HRSA. We support about 15 States to
increase their analytic capability through the assignment of epi-
demiologists and support for specific analytic projects.

For example, Georgia evaluated the efficacy of prenatal care case
management funded by Medicaid and found that it does get high-
risk women into care earlier. This evaluation influenced the State
to continue to provide case management services when it was an
area under review.
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The other is the Pregnancy Risk Assessment Monitoring System,
or PRAMS, which is an ongoing population-based surveillance sys-
tem designed to identify and monitor selected material behaviors
and experiences that occur before, during, and after a pregnancy.

Again, in fiscal year 1996, we funded 15 States for this. It is de-
signed to supplement data from vital records and asks a sample of
women who have recently delivered about their behaviors and ex-
periences, such as access and use of care, alcohol use, smoking, vio-
lence during pregnancy, et cetera.

An example of how this was used: in Oklahoma, they found that
half of all women with Medicaid coverage, who had their first pre-
natal visit after the first trimester, indicated that they began care
as early as they wanted to. Thus, awareness of the importance of
prenatal care remains a barrier to receiving early prenatal care,
particularly among women with Medicaid coverage.

In conclusion, continued progress in reducing the Nation’s infant
mortality rate and eliminating the racial and ethnic differences in
pregnancy outcomes will occur if the national, State, and local com-
mitment to improving birth outcomes also continues. It is increas-
ingly clear that infant mortality is a problem that needs broad com-
munity-based, as well as medical interventions. The Healthy Start
demonstration projects and the complementary work that we are
engaged in at CDC we hope will contribute to reducing infant mor-
tality in the future.

Thank you. I will be pleased to respond to any questions you
might have.

[The prepared statement of Dr. Marks follows:]
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Mr. SNOWBARGER. Thank you, Dr. Marks. Dr. Alexander.
Dr. ALEXANDER. Mr. Vice Chairman, members of the sub-

committee, I thank you for the opportunity to testify here today. I
am Duane Alexander, Director of the National Institute of Child
Health and Human Development at the National Institutes of
Health.

The Congress charged my institute, the NICHD, with supporting
and conducting biomedical and behavioral research on maternal
and child health, the population sciences, and medical rehabilita-
tion. When my institute was founded in 1962, it was given a spe-
cial mandate to address the significant problem of infant mortality
in the United States, which was actually on the rise at the time.
Since then, the U.S. infant mortality rate has declined by 70 per-
cent.

NICHD-supported research advances have played a major role in
that reduction, particularly improvements in preventing and treat-
ing Respiratory Distress Syndrome and the ‘‘Back-to-Sleep’’ cam-
paign aimed at reducing the risk of Sudden Infant Death Syn-
drome.

Since 1990, three major research findings have significantly af-
fected and accelerated the continuing decline in the U.S. infant
mortality rate.

First is the development and use of surfactant to treat newborns
afflicted with Respiratory Distress Syndrome. Our research had
previously revealed that infants with RDS lacked surfactant, a sur-
face factor that keeps the insides of the lungs from sticking to-
gether and makes breathing easier.

The development and administration of surfactant has markedly
reduced deaths due to RDS and saves almost $90 million a year in
medical costs.

To illustrate the significance of this advance, in 1963—the year
after NICHD was founded—President Kennedy’s infant son Patrick
was born prematurely and died of Respiratory Distress Syndrome.
Despite all his advantages, his doctors and his parents could only
watch helplessly as Patrick struggled to breathe, because the cause
of RDS was not yet understood and there was no treatment.

Now, with surfactant treatment, new respirators, better isolettes,
and advanced intravenous fluid therapy, all developed through re-
search, premature babies have a far better chance to live. When
Patrick was born, an infant with RDS, at his weight and gesta-
tional age, had a 95 percent chance of dying. Today, an infant at
that weight and age has a 95 percent chance of living.

Second, in 1994, an NICHD-supported Consensus Development
Conference concluded that use of antenatal steroids to treat women
in preterm labor would result in a 50 to 60 percent reduction in
the baby’s risk of death or suffering complications.

As a result of our targeted dissemination of the recommendations
from that consensus panel, the use of antenatal steroids in high-
risk women has increased from 15 percent of such patients to about
60 percent, potentially saving the lives of several thousand very
low birth weight infants each year, plus as much as $160 million
annually in medical expenditures.

Further increases in the application of these recommendations
will result in additional savings in both infant lives and costs.
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The third and perhaps most dramatic research finding that has
reduced infant mortality in the United States in the 1990’s is the
realization that placing infants on their backs to sleep, rather than
the common practice of on their stomachs, reduces the risk of Sud-
den Infant Death Syndrome.

For many years, SIDS had been the leading cause of death in in-
fants from between 1 month and 1 year of age. Deaths due to SIDS
have fallen by more than 30 percent nationwide in the past 3
years. Some States are reporting reductions of over 60 percent in
SIDS deaths.

Such declines can be traced to the success of the research-based
‘‘Back-to-Sleep’’ campaign designed to encourage back sleeping for
infants.

The ‘‘Back-to-Sleep’’ campaign is led by NICHD with the Mater-
nal and Child Health Bureau and the American Academy of Pedi-
atrics, in collaboration with SIDS parents and professional groups.
Since the campaign began, it is estimated that 1,600 fewer babies
a year die of SIDS.

Despite these major research advances and their direct impact on
reducing infant mortality, the rate of death during the first year
of life is still too high, and remains an important public health
problem for the Nation. We continue to support a major research
program on reducing infant mortality and anticipate that our ex-
penditures in this area during this current fiscal year will exceed
$94 million.

Recognizing that obstetric and neonatal practice was hampered
by a lack of clinical trials of sufficient size to give clear indications
rapidly of the effectiveness of various treatment approaches, sev-
eral years ago we established two networks for multisite clinical
trials in maternal-fetal medicine and neonatology.

These networks develop common protocols, conduct the trial, and
present the results jointly. To date, these networks have success-
fully identified both effective and ineffective interventions and
widely disseminated the results for clinicians.

Our infant mortality research effort is placing special emphasis
on the leading cause of infant mortality, birth defects, and the
problems of prematurity, especially low birth weight. For some
time, we have explored questions about possible links between ma-
ternal infections and premature birth.

Using the most promising lead we have at the present time for
reducing prematurity, our maternal-fetal medicine network
launched a clinical trial in August 1996 to determine whether
screening pregnant women for a marker of bacterial vaginosis
called fetal fibronectin, and treating them with an antibiotic to
eliminate this infection would reduce the rate of premature deliv-
ery.

This large-scale clinical trial is based on evidence that bacterial
vaginosis triggers premature labor and on small studies suggesting
that antibiotic treatment markedly lowers that risk.

Because large numbers of women, particularly African-American
women, have this common infection and are unaware of it, the de-
velopment of an inexpensive and easy means of eliminating it could
have a major impact on the incidence of prematurity and infant
mortality.
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Mr. Vice Chairman, our Institute is proud of its record in helping
to reduce the rate of infant mortality in our country, and remains
committed to continuing to contribute to this effort in the future.

I will be glad to respond to any questions that you or members
of the subcommittee have.

[The prepared statement of Dr. Alexander follows:]
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Mr. SNOWBARGER. Thank you, Dr. Alexander. Dr. Simpson.
Dr. SIMPSON. Good morning, Mr. Vice Chairman and members of

the subcommittee. It is my pleasure to be here. I’m Lisa Simpson.
I’m the Acting Administrator of the Agency for Health Care Policy
and Research.

I take particular pleasure in being able to testify here this morn-
ing, both as a pediatrician, as my colleagues, but also a former di-
rector of maternal and child health for the State of Hawaii.

There are three major points that I would like to leave you with
today from our Agency’s perspective.

First, that we share the Healthy Start Program’s goal of trying
to reduce infant mortality and to do that through research. How-
ever, our research programs have never directly assessed the effec-
tiveness of the Healthy Start Program.

The second point is that health services research, which is the
research that we sponsor, has contributed to our understanding of
the effectiveness and cost-effectiveness of interventions to improve
low birth weight outcomes.

Third, many clinical services today, whether used for pregnant
women, children, or adults, and are considered the standard of
practice, actually lack a strong evidence or scientific base, and to
create that scientific base and to use it to promote evidence-based
practice is a key strategy for improving clinical care in this coun-
try.

The Agency’s research emphasis, which stems from our legisla-
tive mandate, has been on issues and conditions which are com-
mon, costly, and for which there is substantial variation in prac-
tice.

Perinatal care, which is the care of a mother before delivery and
of herself and her baby after delivery, is clearly one of these issues.
Let me give you some examples.

Each year in this country, the costs of hospital admission for
childbirth exceed $20 billion. Each year, the incremental costs of
low birth weight are close to $4 billion. To put this in perspective,
the annual direct costs of low birth weight continue to exceed the
cost of AIDS.

AHCPR has a series of studies underway on perinatal care.
Projects include studies of the management of childbirth and pa-
tient outcomes, variations in practice related to prenatal care, and
strategies to improve the outcomes for very low birth weight in-
fants.

In 1992, the Agency funded a comprehensive 5-year research
project to investigate the components of obstetrical care. The
project, which is titled the Low Birth Weight Patient Outcomes Re-
search Team, or PORT, is headed by Dr. Robert Goldenberg, a na-
tional authority on low birth weight at the University of Alabama.

This project is now in its last year, and has already yielded sev-
eral key findings, and my written testimony includes several high-
lights from this project, but let me just mention one or two, be-
cause I think they exemplify how health services research com-
plements the biomedical and epidemiologic research that are con-
ducted by other agencies in the Department.

One of the most important and, frankly, controversial findings of
this study is the lack of evidence for the effectiveness of prescribing
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bed rest for pregnant women considered to be at risk for a number
of adverse perinatal outcomes.

In fact, there is not much consensus about when bed rest should
be used, for whom, or for how long, and yet a growing body of re-
search is showing that bed rest may, in some cases, actually be
harmful. Still, almost 20 percent of pregnancies are recommended
bed rest today.

So there is clearly a gap, a critical gap, between what we know
from research and what is going on day-to-day in clinical practice.

Another important finding from this study is that high-risk ba-
bies have an increased chance of survival, with no significant in-
crease in cost, if they are delivered in hospitals with a high volume
of deliveries in specialized neonatal intensive care units, or NICUs.

This finding is from California, and it is my understanding that
the California Children’s Service, which oversees neonatal inten-
sive care in that States’s Medicaid population, is already looking to
these results to recommend revisions for their State guidelines on
neonatal intensive care.

Overall, this study has already produced 77 published articles
and abstracts in leading peer review journals on these key findings.
Mr. Vice Chairman, I respectfully request that a cumulative bibli-
ography of these articles be submitted for the record.

Other findings from this study have influenced the practice rec-
ommendations that have been disseminated by the Centers for Dis-
ease Control and Prevention and the National Institutes of Health.

For example, this study’s findings on cost effectiveness of the ma-
ternal screening and treatment for the prevention of a disease neo-
natal Group B streptococcal sepsis were used by the Centers for
Disease Control in formulating their recently released screening
and treatment recommendations.

Other findings from Dr. Goldenberg’s study were also used by the
National Institutes of Health in what Dr. Alexander just men-
tioned, their consensus development conference on the use of
corticosteroids for fetal maturation and improving birth outcomes.

But health services research also goes beyond looking at the clin-
ical services themselves to examine how you organize and finance
health care services and to determine which of these approaches re-
sult in improved quality, better outcomes, and lower costs.

For example, our researchers have estimated that, in 1987,
health care expenditures for infants totaled $12.6 billion and were
greater on a per capita basis than those of any other age group
younger than 65.

The source of this type of data is the agency’s Medical Expendi-
ture Panel Survey, which collects detailed information on the use
and payment for health care services from a nationally representa-
tive sample of Americans. Many questions remain unanswered
today about the many changes in the health care system, such as
the impact of managed care and what will happen to the delivery
of services at the community level.

This survey, or MEPS, is one source of information that will be
able to shed some light on these questions in the years ahead. Be-
cause this survey is now an annual survey, we will be able to pro-
vide you with much more current data on a yearly basis, beginning
in 1998.

VerDate 11-MAY-2000 10:16 Jun 13, 2002 Jkt 010199 PO 00000 Frm 00086 Fmt 6633 Sfmt 6602 W:\DISC\40482 pfrm01 PsN: 40482



83

To conclude, Mr. Vice Chairman, there are a number of interven-
tions being used today to reduce the rate of infant mortality, and
there is wide agreement that prenatal care is a key strategy, but
we need to continue to build the science base behind these clinical
interventions.

We need to give policymakers, physicians, patients and, increas-
ingly, purchasers and health plans information on which specific
interventions are the most effective and the most cost effective in
reducing low birth weight and infant mortality.

While our agency is helping to bridge some of the gaps in this
area, in other words, between what is known about effective treat-
ment and the use of these treatments in everyday practice, a lot
of work remains.

I am pleased to say that we are one of the Federal agencies col-
laborating with the others at the table and private sector groups
in sponsoring a conference this fall that is going to bring together
national experts on preterm, and really try to chart the course for
research for the next decade in this area.

Thank you.
[The prepared statement of Dr. Simpson follows:]
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Mr. SNOWBARGER. Thank you very much. We will now go to ques-
tioning for the panel, and I would like to begin by reminding panel-
ists—maybe that’s the best way to do it—reminding panelists of
the chairman’s question before he left. This may really just be for
Dr. Nora. I’m not sure. If others want to respond, that’s fine.

My understanding was his question was concerning the legisla-
tion that was passed about the nature of the programs, maybe be-
ginning at the Federal level but, sooner or later, becoming local
programs that were self-financed.

Dr. Nora, could you respond to the chairman’s concern?
Dr. NORA. Yes. I would be happy to. We refer to this as sustain-

ability. And, in the third year of the program, we sponsored a na-
tional conference addressing this issue.

All of the grantees participated in it, as did some of our other
Federal partners. The private sector was involved. The State Title
V maternal and child health directors were included, as well as
local interest groups.

The grantees have been working on sustainability since that
time. We likewise anticipate that Federal funding will not continue
forever.

Mr. SNOWBARGER. Those of you who have been around the com-
mittee before know that I like to take advantage of my freshman
status and claim ignorance on a lot of things.

Mr. TOWNS. Only this year. [Laughter.]
Mr. SNOWBARGER. I know. I know. Like I said before, I’m going

to take advantage of it.
I am not so sure we are concerned, necessarily, about Federal

funds running out, but it seems to me that there is a need to ex-
pand this to other areas and, rather than expand the program as
a whole, I would think there would be a desire to establish pro-
grams in certain geographic areas and then move on to continue
expanding the program nationwide.

Is that the course this is taking? Do we find any of the programs
that are anywhere near self-sustaining at this point?

Dr. NORA. Well, our intent is to expand the area into approxi-
mately 30 other geographic areas, which would address the criteria
that have been identified. In addition, those communities must
have one-and-a-half times the national average of infant mortality
rates to be eligible.

We anticipate that many of the current existing Healthy Start
sites would serve as mentors to assist the new sites in using the
kinds of interventions that have been successful.

Mr. SNOWBARGER. I guess the question still is: is anybody coming
close to sustainability at this point? What steps have been taken
in that direction with any of the programs?

Dr. NORA. I would like to ask Dr. McCann to provide more detail
on the sustainability.

Mr. SNOWBARGER. That would be fine.
Dr. MCCANN. I guess as a result of the conference that Dr. Nora

mentioned, as well as many of the efforts that are going on locally,
there are several of the Healthy Start Programs which have been
able to find other funding for the currently funded interventions.

As a result, when we are starting this next phase which we are
calling replication, and asking these current grantees to mentor, we

VerDate 11-MAY-2000 10:16 Jun 13, 2002 Jkt 010199 PO 00000 Frm 00104 Fmt 6633 Sfmt 6602 W:\DISC\40482 pfrm01 PsN: 40482



101

have given them the option of applying for whatever model they
wish to mentor, so that those that they have found other funding
for they would not be coming in to ask requests for Federal fund-
ing.

In that way, we feel that they will be able to sustain many of
the existing interventions and models that are currently going on,
as well as getting support from us to help them with those that
they have not currently found funding for.

Mr. SNOWBARGER. So all of the programs that we currently have
in place will continue to receive funding?

Dr. MCCANN. Some funding.
Mr. SNOWBARGER. Some funding.
Dr. MCCANN. But not to the level that it will fund all of the

interventions that they currently have supported.
Mr. SNOWBARGER. OK. I’m not sure who to address this question

to, but one of the questions that came up as I was listening to all
of you speak is trying to get a handle on how infant mortality, low
birth weight, et cetera—it seems like it has been going down na-
tionwide.

Do we have some comparison between how programs in these cit-
ies have fared versus the nationwide averages, as they have gone
down?

Dr. NORA. We have some results from the local evaluations that
would give us some information on that. Dr. McCann, do you have
the details?

Dr. MCCANN. Yes. We have trends that we have been following
among all of our grantees, in terms of what their infant mortality
rates are, but we are not attributing those infant mortality rate
drops entirely to the Healthy Start Program, because we plan to
wait for the outcomes of the national evaluation to really point that
out to us in a much more technical manner.

However, through the local evaluations, many of our grantees are
reporting outcomes which suggest that they have increasing enroll-
ment in the first trimester, that they are seeing more women dur-
ing their pregnancy for prenatal care, that low birth weight seems
to be declining in many of the sites and, you know, they have iden-
tified which clients have received case management or outreach,
and those clients whom have been case-managed have reduced low
birth weight rates.

So we are beginning to start to see some declining numbers with-
in the specific population that is affected through the Healthy Start
Program, but we cannot report that the decreases are entirely due
to the Healthy Start Program right now.

Mr. SNOWBARGER. You don’t have any basis for saying that the
reductions are greater where the programs are in place than they
would be nationwide?

Dr. MCCANN. We can’t say that, no.
Mr. SNOWBARGER. Dr. Marks, do you have any basis for answer-

ing that question?
Dr. MARKS. No. Really, the evaluation being done by

Mathematica will allow that to be looked at more thoroughly, in
that, in many of the cities, the Healthy Start has selected certain
areas of the cities so, overall city statistics might not adequately
reflect what is going on in the Healthy Start areas. But the data
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that we have from Vital Statistics is being made available for the
evaluation, as they need it.

Mr. SNOWBARGER. If I can follow through on one question, that
has to do with the statistical analysis here by Mathematica, appar-
ently they were brought on board in 1993. I understand that this
is going to be a 5-year study and we’ll study the first full imple-
mentation here.

Is there any provision, though, in their contract or in your ar-
rangements with them, for interim reports, so that we have some
preliminary findings before the end of 1998? If I understand this
correctly, we’re talking about this program ending, in theory, in
September 1997, and it’s going to be a full year, a year and 3
months later, before we can find out whether or not the program
has been successful.

Dr. NORA. Well, it’s certainly true that the national evaluation
will not be available until 1998, but I think there is some prelimi-
nary evidence in the local evaluations that are showing changes in
the communities where these programs are located. I think you will
hear about some of those from the next panel.

Mr. SNOWBARGER. All right.
Dr. MCCANN. In addition, there are reports that are being re-

leased that have begun earlier.
As Dr. Nora reported, there are not only outcome portions for the

national evaluation, but there is also process analysis going on that
some of these reports are being prepared at present, they are un-
dergoing the process that is set in place for review by the grantees
and other professionals prior to being released. So some reports are
available.

We also have what we refer to as special reports that have been
completed. One has been done on the outreach workers in Healthy
Start; another has been done on the adolescent services in Healthy
Start. Those reports are out and available at this point in time.

Mr. SNOWBARGER. Thank you. Mr. Towns.
Mr. TOWNS. Thank you very much. Let me make certain I’m

hearing you right.
In your testimony, you indicated in Pittsburgh the rate of infant

deaths for pregnant women receiving case management and home
visiting is 7.8 per 1,000 birth rate, 50 percent lower than the rate
of 15.6 for women not participating in the Healthy Start Program,
but also living in the housing development.

Now, what do you mean by that?
Dr. MCCANN. Well, what you’re reading are data that are re-

ported by the grantees in their applications that they present to us
on an annual basis, which really provides an opportunity for us to
monitor the progress of the project.

There are other kinds of interventions going on in each of the
Healthy Start communities, other than the Healthy Start interven-
tions.

By looking at comparisonsites, which will be part of the contract
with Mathematica, we would be able to tell more directly exactly
what impact the Healthy Start Program has had on these commu-
nities, and that’s the part of the evaluation that we are awaiting.

But, in the meantime, the grantees have taken a very close look
at their specific interventions, such as the one that you’re referring

VerDate 11-MAY-2000 10:16 Jun 13, 2002 Jkt 010199 PO 00000 Frm 00106 Fmt 6633 Sfmt 6602 W:\DISC\40482 pfrm01 PsN: 40482



103

to in Pittsburgh, where they have taken a look at their case man-
aged population and just taken a look at what’s going on with in-
fant mortality and low birth weight.

Mr. TOWNS. So, in other words—I mean, let me just make sure
I fully understand—you say there are reasons for me to be excited
about this?

Dr. MCCANN. There are reasons for you to be excited about it.
We are very happy about it.

Mr. TOWNS. OK.
Dr. MCCANN. We think that it’s pointing in the right direction,

and we are awaiting the comparisonsite evaluation by
Mathematica to support what we’ve seen preliminarily.

Mr. TOWNS. OK. That’s very clear. Let me just sort of ask a gen-
eral question to, I guess, all of you. If we were to eliminate local
community-based programs, like Healthy Start, what would be the
impact of the underserved communities currently benefiting from
the program? What would happen? We’ve seen enough to be able
to make a general assessment, haven’t we?

Dr. NORA. Well, we feel that Healthy Start was the glue that
pulls together the services that are existing within the community,
and we feel that it has strengthened the foundation that is there
and has made the community more aware of what needs to be
done; so we feel that it is important to be able to bring this about.

In many of the projects, for example, there have been efforts to
integrate the services from across agencies, such as WIC, the In-
fant Feeding Program, enrolling women in Medicaid, and the out-
reach services that you mentioned earlier.

So it’s an effort to pull all of these together to address the prob-
lems of the entire woman and her pregnancy and the baby.

Mr. TOWNS. Thank you. Dr. Marks, I think you mentioned in
terms of working with the community.

Dr. MARKS. Yes.
Mr. TOWNS. I think I heard you say that. What do you mean by

that, when you say working with the community?
Dr. MARKS. Sure. We’ve used the community approach in a lot

of areas, and not just in the infant mortality area, but we have the
projects that I mentioned in Harlem and in Los Angeles.

One of the issues in working with the community is find out
how—as I mentioned before, we found that Medicaid women in
Oklahoma got care as early as they wanted. We need to find out
what are the sort of, the local issues that have people not getting
the care when it is available to them, what are the issues that they
see are important as barriers to care, whether it’s transportation,
whether it’s being encouraged and helped to change behaviors that
contribute to poor infant outcomes.

What we are doing in ours is to spend a lot of time with focus
groups and working with the community to see how they frame the
issues of infant and mothers’ health, and then whether we can, in
fact, by what we learn by talking with them, modify the systems
that exist in their communities so that they are more responsive
and more specific for the kinds of concerns that they have.

In those discussions, we spend time saying what we know about
the medical risks, what we know about the behavioral risks, so
that they understand what we do know, but especially in the area
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of the gap between African-Americans and white Americans infant
health.

Whenever we do that analysis on just the medical factors, we can
explain some of that gap, but not all of it, so we have to look for
other interventions, and we think that some of that may come from
the community and what they perceive as the issues and problems
that they have to deal with.

Mr. TOWNS. Thank you very much, Mr. Chairman. I yield back.
Mr. SNOWBARGER. Thank you. Let me just try to close up this

panel with some questions about coordination between the agencies
that we have here.

We’ve heard research telling us new ways to deal with problems,
to what extent is Healthy Start, you know, monitoring those
changes and implementing those changes within their commu-
nities, to what extent does the CDC monitor what Healthy Start
may be doing.

Is there any coordination or interfocus here between the groups
about how we’re dealing with these infant problems in high-risk
areas, I guess is the best way to put it?

Dr. NORA. I think one very clear example is Sudden Infant Death
Syndrome and the ‘‘Back-to-Sleep’’ campaign. All of the Federal
agencies participated in this, and we continue to work together on
this campaign and share expenses; and I think it’s made a lot of
difference as far as infants dying with sudden infant death.

Maybe Dr. Alexander would like to add something else.
Dr. ALEXANDER. Yes, I think that the SIDS experience is an ex-

cellent example of agencies working together. The epidemiologic
findings clearly indicated that sleep position was associated with
Sudden Infant Death Syndrome and that back was safer. All of us
worked together in putting together the ‘‘Back-to-Sleep’’ campaign.

In addition, the Centers for Disease Control worked together
with us in the research community to develop a protocol for a death
scene evaluation that helps in establishing the cause, that SIDS is,
in fact, the attributable cause of death or not.

All of us have worked cooperatively in developing materials and
getting the message out, and this message has been picked up, it
is my understanding, in the Healthy Start sites and implemented
very effectively in those communities where Healthy Start exists.

Mr. SNOWBARGER. Thank you. Are there any more questions?
[No response.]
Mr. SNOWBARGER. If not, I thank the panel for coming this morn-

ing and for presenting their testimony. And just to assure, I can’t
remember who it was that asked, but all of your written testimony
will be included in the record. So thank you.

I think I would like to call the next panel forward: Thomas
Coyle, Melanie Williams, Barbara Hatcher, and Juan Molina
Crespo as well, by the way, as Dr. Guyer and Robert Pugh.

I apologize for letting you sit down first. We need to swear you
in, so if you could, all stand and raise your hand.

[Witnesses sworn.]
Mr. SNOWBARGER. I would like to recognize one of our colleagues,

Representative Cummings, at this time.
Mr. CUMMINGS. Thank you very much, Mr. Chairman and our

ranking member. Thank you.
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Mr. Chairman, I would like to introduce two esteemed guests
from my congressional district of Baltimore, and make some brief
remarks regarding the Healthy Start Program.

Historically, the 7th Congressional District of Baltimore has ex-
perienced an exceedingly high rate of infant mortality. Many high-
risk areas in the city had twice the national average of infant
deaths. However, with the implementation of the Healthy Start
Program in 1993, Baltimore has drastically reduced the number of
babies born with low birth weights and severely reduced the num-
ber of infant mortalities.

The Healthy Start staff, in conjunction with the Mayor’s Office
and the surrounding community, are committed to ensuring that
all babies have a strong and healthy beginning, by providing im-
portant prenatal care to high-risk mothers who need it most.

Our city’s infant mortality rate has dropped 31 percent since the
implementation of the Healthy Start Program. In the two neighbor-
hoods where Baltimore’s Healthy Start Centers are located, the in-
fant mortality rate has been slashed by a staggering 61 percent.
The Baltimore example is truly a success story.

We have targeted the program services to the poorest areas of
the city, which are at the highest risk. The staff is mostly com-
prised of community residents who have been hired and trained
through the program, thereby providing important employment op-
portunities to the community.

I might add, Mr. Chairman and members of the committee, I
have had an opportunity to meet many of those people who work
in the program. They are very dedicated. They give much of their
time and effort, going beyond the normal 8-hour day, to assist peo-
ple in lifting themselves up and lifting their children up.

Mr. Chairman, this program is working, and I decry any attempt
to reduce its funding level.

I would now like to recognize Dr. Bernard Guyer and Mr. Thom-
as Coyle. I am very pleased that they are able to testify as to the
merits of the Healthy Start Program in Baltimore.

Dr. Guyer is chair of the Maryland Commission on Infant Mor-
tality Prevention, and professor and chair of the Department of
Maternal and Child Health of the Johns Hopkins University School
of Public Health and Hygiene.

Mr. Coyle is currently the assistant commissioner for maternal
and infant care and special projects, of the Baltimore City Health
Department. He is responsible for all maternal and infant pro-
grams managed by the Baltimore City Health Department. He also
serves as project director for the Federal Healthy Start Program.

I am so proud of the work that these gentlemen do on behalf of
so many. Mr. Chairman, I thank you for the opportunity to be here
with them and I look forward to hearing their testimony.

Mr. SNOWBARGER. Thank you, Representative Cummings. And,
with that, Mr. Coyle, we will turn the microphone over to you.
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STATEMENTS OF THOMAS COYLE, ASSISTANT COMMISSIONER,
BALTIMORE CITY HEALTH DEPARTMENT, MATERNAL AND
INFANT CARE AND SPECIAL PROJECTS, ACCOMPANIED BY
BERNARD GUYER, CHAIRMAN, DEPARTMENT OF MATERNAL
AND CHILD HEALTH, JOHNS HOPKINS SCHOOL OF HYGIENE
AND PUBLIC HEALTH; MELANIE WILLIAMS, PROJECT DIREC-
TOR, MISSISSIPPI DELTA FUTURES HEALTHY START, AC-
COMPANIED BY ROBERT PUGH, EXECUTIVE DIRECTOR MIS-
SISSIPPI PRIMARY HEALTH CARE ASSOCIATION; BARBARA
HATCHER, PROJECT DIRECTOR, DISTRICT OF COLUMBIA
HEALTHY START PROGRAM; AND JUAN MOLINA CRESPO,
PROJECT DIRECTOR, CLEVELAND DEPARTMENT OF PUBLIC
HEALTH

Mr. COYLE. Thank you, Congressman, and good morning, Mr.
Vice Chairman and members of the subcommittee.

We welcome the opportunity to be here today to testify about the
National Healthy Start Program. I have submitted my testimony
earlier this week, and we will try to summarize that today.

I am joined here on my left by Dr. Bernard Guyer, who Congress-
man Cummings has already introduced. I had listed out all of Dr.
Guyer’s titles and several other things, but I’m going to have to
pass on this, since the Congressman has already done that.

Because our time is limited, and because the focus of this hear-
ing is on evaluation, and because Baltimore City has dramatic re-
sults in terms of the local evaluation, I am asking Dr. Guyer,
whose department has overseen this evaluation for over 6 years, to
do most of the testimony.

Bernie.
[The prepared statement of Mr. Coyle follows:]
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Mr. SNOWBARGER. Dr. Guyer.
Dr. GUYER. Thank you, Mr. Vice Chairman. I am pleased to be

asked to come here today by Tom Coyle and the Baltimore Healthy
Start Project. This is a wonderful collaboration between faculty at
Johns Hopkins and our colleagues in the Baltimore City Health De-
partment.

I have a handout that I put on the table with some of these ear-
lier results, for the committee. Let me just summarize briefly the
findings.

This committee is obviously very well-informed on issues of in-
fant mortality and low birth weight, and I won’t go into any of the
background to that. What I want to provide you with is some early
evidence of the evaluation from the Baltimore Healthy Start
Project.

These data come from more than 600 women who participated in
the Baltimore Healthy Start Project during their pregnancies, and
they are compared to more than 500 women who became known to
the Baltimore Healthy Start Project, but only after they delivered
their babies.

In summary, the data show that the women who did not have
the Healthy Start services prenatally were more than twice as like-
ly to have a low birth weight baby, more than three times as likely
to have a very low birth weight baby, and more than twice as likely
to have a pre-term delivery.

Clearly, there is something going on with exposure to the
Healthy Start interventions during the pregnancy that gives these
women advantages over those who get to Healthy Start after the
baby is born.

The faculty at Johns Hopkins has been taking a careful look at
this data, trying to dissect it and understand what factors account
for these kinds of differences. But one thing that they have done
immediately was to look at women who are substance abusers in
both groups—those who get Healthy Start services before the baby
is born, during pregnancy, and those who only become available
afterwards. These findings hold up even among women who are
substance abusers.

I do not have hard answers for you on the causes and the dif-
ference that Healthy Start makes, but I want to point you in a par-
ticular direction that I think is important from the Baltimore expe-
rience. Now, we know that low birth weight is an important pre-
cursor of infant mortality.

It is influenced by a whole set of medical factors, but it is also,
as often is said, it is a social problem, and the Healthy Start inter-
vention in Baltimore, in particular, provides social support, hous-
ing, job preparation, education, case management to these women,
and it may be that what we are seeing among the Baltimore
Healthy Start participants is the added benefit of all those inten-
sive services in reducing low birth weight.

We have had very few studies in the past that have made this
level of intensive investment in these high-risk pregnancies to try
to see whether they could have these kinds of effects on the dif-
ficult outcomes like very low birth weight and low birth weight.
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There are lots more analysis that need to be done with these
data to be able to come up with definitive findings, but the early
findings are very positive. Thank you.

[The prepared statement of Dr. Guyer follows:]
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Mr. SNOWBARGER. Thank you, Dr. Guyer. Mr. Coyle, does that
complete your testimony?

Mr. COYLE. Yes.
Mr. SNOWBARGER. Thank you. With that, I would like to call on

another of our colleagues, Representative Thompson, at this time.
Mr. THOMPSON. Thank you, Mr. Chairman, and other members

of this subcommittee. I am happy to come and introduce someone
to you who is project director for our Delta Futures Healthy Start
Initiative in Mississippi and one of the few rural projects we have
across the country. But my support for this project is 100 percent.
They operate presently in the 2d District of Mississippi, which for
the record is the State with the highest infant-mortality rate. It
ranks No. 1.

And I am honored to introduce Ms. Melanie Williams, the distin-
guished project director of the Delta Futures Healthy Start Initia-
tive. Ms. Williams has done outstanding work administering this
program in Mississippi and is due much credit for its success. A li-
censed, master-level social worker of 10 years, she has dem-
onstrated extensive leadership and administrative ability through
the development and implementation of innovative programs deal-
ing primarily with maternal and child-health issues.

I also again want to say that my experience with this project in-
dicates that it is an excellent project, Mr. Chairman, and I hope
from the testimony that you will receive from Ms. Williams and
others here you will see that it is well worth the investment.

And, once again, I would like to thank the committee for allowing
me to introduce Ms. Williams, and I present Ms. Williams to you
at this point.

Mr. SNOWBARGER. Thank you, Representative Thompson. Ms.
Williams.

Ms. WILLIAMS. Mr. Vice Chairman and members of the sub-
committee, thank you today for the opportunity to address your or-
ganization about Delta Futures, and I bring you greetings from the
Mississippi Delta. Delta Futures was funded in 1994 as one of the
seven special projects added to the Healthy Start Initiative. We
began with an infant mortality rate of 15.5 percent, which was a
3-year average over 1998 to 1990.

The project was formed around two primary goals: one, to reduce
the infant mortality rate by 20 percent; and the second, to establish
community-based groups and organizations that could provide
input and guidance into program planning and implementation.

We attacked the infant mortality rate problem by developing a
number of strategies that we have implemented throughout our
eight-county project area. We have worked to develop programs
that enhance existing clinical services by providing prenatal care
providers to areas where those types of services did not exist. We
worked to reduce risk for pregnant and parenting women by pro-
moting healthy deliveries and enhancing parenting skills.

We have also worked to provide facilitative services that help to
provide better access to prenatal care services by providing trans-
portation and child care for women who are trying to access pre-
natal care services.

We have provided a great deal of training and education that
helps to raise public awareness. We have developed public service
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announcements, brochures, and videotapes that are made available
to a wide variety of community groups and organizations through-
out the project area.

A lot of our efforts have focused on programs that target adoles-
cents and the gateway problem of teen pregnancy. We have worked
to develop efforts that boost self-esteem among young people and
encourage them to delay sexual activity until they are ready for
that responsibility.

Our infant mortality rate has dropped 10.6 percent in 1995,
which was a decline of 30 percent. I am not certain that we can
target Delta Futures with that full responsibility for that decline.
Our project has only been in existence for 2 years, and many of our
programming efforts focus on more long-term outcomes.

The second component that we worked on was the development
of community-based groups and organizations that can help to pro-
vide input into program planning and implementation; this has
been the most challenging and rewarding component of our project.
We believe that communities best know how to solve their own
problems, and it is simply our job to help them determine what
their needs might be and to help them craft strategies that they
think will work in their communities.

This has not been without its share of conflict. Sometimes com-
munities tell us things that we do not necessarily want to hear, or
want to implement strategies that we know cannot work or cannot
be done. They may come to the table with their own agenda and
their own ideas that may not necessarily relate to infant mortality
reduction.

We have worked very hard to increase the capacity of our com-
munities and to build infrastructure and to encourage collaboration
among existing groups and organizations. We have been successful
in developing an RFP process that has put over $840,000 back into
local community-based organizations for the development of infant
mortality reduction strategies.

We have worked to provide training in leadership development,
consortium building and maintenance, and conflict resolution to
these local groups and organizations.

The Division of Healthy Start has been very helpful to Delta Fu-
tures with implementation of this initiative. Through site visits
and technical assistance during critical periods of our implementa-
tion, the Division has demonstrated a commitment to fostering suc-
cessful achievement of project goals.

It should be noted, however, that while expansion of infant mor-
tality prevention initiatives to new communities is important, it is
equally important to assist currently funded Healthy Start projects
to sustain and continue effective services as well.

Healthy Start should balance use of available funding for both
the maintenance of service levels for current projects and seeding
of new projects. Delta Futures is a unique Healthy Start initiative,
inasmuch as it is only one of three rural projects. Our experience
has been that expectations or objectives oftentimes are somewhat
ambitious for rural communities.

Many systems and organizations that are readily available in
urban areas often do not exist in rural communities. Much of Delta
Futures’ efforts have focused on building infrastructure and
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strengthening communities’ capacities to meet the challenges of
dealing with these complex issues. Because of these challenges, our
progress oftentimes seems slow or fraught with conflict.

We are strengthened, however, by the ever increasing commit-
ment, enthusiasm, and willingness of the communities we serve to
reduce infant mortality, and as a result of our efforts we believe
that not only will we have successfully reduced infant mortality in
the Delta, but we will also improve communities’ ability to address
many other issues that affect the quality of life for its residents.

[The prepared statement of Ms. Williams follows:]
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Mr. SNOWBARGER. Thank you very much, Ms. Williams.
I apologize to the panel. We have been called to the floor for a

vote, so we will take a recess. Until we get back, we would ask
those that want to continue on the panel here, and, Mr. Towns, if
we can get back as quickly as possible so we do not inconvenience
these panelists any more than necessary. We will stand in recess.

[Recess.]
Mr. SNOWBARGER. OK, we are ready to begin again. Mr. Towns.
Mr. TOWNS. Thank you, Mr. Chairman. I want to thank all of the

panel members for coming here today to present your testimony. I
would also like to introduce Dr. Barbara Hatcher, who is the
project director for the District of Columbia Healthy Start Program.
Dr. Hatcher, Representative Eleanor Holmes Norton has asked me
to commend you, on her behalf, for your excellent service.

Ms. HATCHER. Thank you very much. Good morning, Mr. Vice
Chairman and other honorable members of the subcommittee. I am
Dr. Barbara J. Hatcher, project director for the District of Colum-
bia Healthy Start project. I am here today with Carol Coleman, a
resource mother in our project.

I am pleased to have this opportunity to share what we have
learned in the District of Columbia. There are many lessons
learned from our experience with Healthy Start. I would like to
take just a few minutes to summarize three major lessons learned
from this demonstration effort.

From a practical standpoint, we have learned about dealing with
communities and people in communities. We know the importance
of taking the services to the community and getting community
‘‘buy-in.’’ For example, we have hired and trained community resi-
dents and provided them with some marketable skills.

This was not an easy or simple task. It is important to note that
some of our staff from Wards 7 and 8 are ex-offenders, former sub-
stance abusers, and former welfare recipients. We also have a
cadre of community residents also working on this problem. We
have learned what it takes to prepare those who have never
worked or have not worked in a long time.

Besides new skill development, we know we must help individ-
uals improve their self-esteem, self-worth, and life skills. The hir-
ing and training of community residents is a small but important
economic and community development effort. It is important to the
individual and the total community.

Because of efforts like Healthy Start, Wards 7 and 8 are begin-
ning to change. Given our practical and hands-on experience, we
can assist new communities to design appropriate training pro-
grams. This not only has applicability for Healthy Start but for
new welfare reform efforts at the State level.

We have learned about working in communities and addressing
the infant mortality problem holistically. We have clearly learned
that Medicare alone cannot reduce infant mortality. We are helping
to redefine health care to be an inclusive concept viewed within the
community context and on a continuum.

Health care in depressed and low-income communities means
more than prenatal care. It includes what health professionals call
‘‘enabling services,’’ such as social case management, smoking ces-
sation, substance abuse counseling and treatment, and an array of
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preventive and educational services. We can guide new commu-
nities as they attempt to redesign their system of care.

While we must continue to validate our data scientifically, we
have also learned more about the association of substance use with
poor pregnancy outcomes. Our infant mortality review and case
management data strongly suggest that substance use is a marker
for poor pregnancy outcome. We believe that data such as this from
Healthy Start can help researchers pose and examine new research
questions.

However, the lack of scientific rigor does not diminish what we
have to share with others. We can help new communities learn effi-
cient and effective techniques for finding substance abusers,
screening for substance use, working with families affected by sub-
stance use, and designing a system of care for those very complex
cases.

I would like to take a few minutes to address sustainability. We
are trying to sustain our efforts but must compete with public safe-
ty, public works and welfare funding in the District. As the total
dollars decrease in the District and we change to a system of man-
aged care, sustainability is not assured and will, of course, be more
difficult. Infant mortality is on the District’s health policy agenda,
and we hope to be able to influence funding decisions.

In closing, these are only a few of the lessons we have learned.
We hope this is helpful and thank you for the opportunity. I will
be open for questions.

[The prepared statement of Ms. Hatcher follows:]
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Mr. SNOWBARGER. Thank you, Dr. Hatcher.
OK. I am going to call on Juan Molina Crespo, please.
Mr. CRESPO. Good morning, Mr. Chairman, members of the com-

mittee. My name is Juan Molina Crespo, and I am the project di-
rector of the Greater Cleveland Healthy Family/Healthy Start
Project, which is the Healthy Start Initiative in Cleveland, OH. On
behalf of Michael R. White, mayor of the city of Cleveland, I would
like to thank this committee for the opportunity to provide testi-
mony regarding our project.

Mr. Chairman, with your permission, sir, I did bring a poster
that I would like to put on the easel.

Cleveland is 1 of the 15 original Healthy Start sites. Healthy
Start services have been available in 15 designated neighborhoods
in the city of Cleveland since October 1992, and since that time we
have seen steady progress. We have seen a dramatic drop in infant
deaths among the women who actively participate in the Healthy
Start Project, from a high of 20.2 deaths per 1,000 births in 1993
to 11.3 per 1,000 births in 1995.

In calendar year 1996 alone, 1,852 pregnant women were en-
rolled in the Cleveland project. Each one of those women then re-
ceived the help and support they needed to ensure a healthy birth.
The rate of infant deaths for the population of women who live in
the project neighborhoods but who did not enroll in the project rose
from 21.5 in 1993 to 25.7 deaths per 1,000 in 1995.

We know that when we are able to find and enroll pregnant
women, outreach, indeed, works to reduce infant mortality. Overall
stats show that in 1990, the infant death rate in the Project area
was 22.4 deaths per every 1,000 live births. In 1995, that number
was reduced to 20.8.

The impact of the program can also be seen in the decrease in
low birth weights among infants born in the Project area. Low
birth weight is defined as an infant who is born weighing less than
2,500 grams. Low birth weight is often a precursor of severe health
problems for the baby, which can often lead to death.

In 1990, the rate of babies born at this weight in the Project area
was 148 for every 1,000 live births. In 1995, in the Project area,
we have seen that rate drop to 121.3 for every 1,000 live births.
In order to reduce infant mortality and address the problems lead-
ing to infant death, it is imperative for a woman to enter prenatal
care early in her pregnancy and to continue that care on a pre-
scribed schedule up to delivery.

In 1991, the percentage of women living in the Project area who
delivered without having any prenatal care at all was 8.9 percent.
By 1995, that figure had been reduced to 3.8 percent. In 1990, 48
percent of women living in the project area who delivered received
an adequate level of prenatal care; that figure was raised to 50.2
by 1995.

Our Project in Cleveland was carefully designed to achieve these
types of results, and began with a focus on four goals, sir. The first,
of course, was the reduction of infant mortality in the city of Cleve-
land by 50 percent within 5 years.

Second, the Project was to create support for a system-wide col-
laboration and integration among the social and medical systems
in the community.
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Next, the Project sought to empower the community through
entry-level job opportunities, as well as volunteer leadership devel-
opment.

Finally, the Project was meant to test and refine new strategies
for addressing infant mortality, and identify those which work and
develop ways to sustain them and their effects.

The Healthy Start Initiative funding launched the creation of a
community-wide consortium to systemically address the problem of
infant deaths. Now well-established after 5 years, the Healthy
Start Consortium is made up of community residents, project par-
ticipants, medical and social service providers, nonprofit agencies,
community-based organizations, clergy, and educators.

The Consortium has provided an unprecedented opportunity for
citizens and the public and private sectors to work collaboratively
to solve a major public health problem.

Healthy Start Initiative funding in Cleveland has also allowed
for the creation of a research team devoted solely to investigating
the causes of infant death in the city of Cleveland. The results of
this research have revealed that the leading cause of death in our
community is prematurity, followed by Sudden Infant Death Syn-
drome, birth defects, and infections, such as sexually transmitted
diseases.

Taken together, these factors account for two-thirds of the infant
deaths in Cleveland. Armed with this information, the Consortium
began to focus its energies on the prevention of these specific prob-
lems. The focal points of the Consortium’s educational programs
were narrowed to the signs and symptoms of preterm labor, the
prevention of sexually transmitted diseases, and appropriate sleep
positioning for newborns to prevent SIDS.

These programs have been aimed at the general public through
a public information campaign. Outreach workers have also re-
ceived extensive training on these issues in order to educate project
participants one on one.

As the demonstration phase of the Healthy Start Initiative draws
to a close, we are in a position to analyze the public health lessons
learned. In Cleveland, our success rests largely on the consortium
structure, which has allowed a high level of communication
amongst providers and community to better address the needs.

Also, we have learned that the causes of infant death in our com-
munity may most often be traced to high-risk situations in which
a pregnant woman may find herself. You may remember that in
December 1994, there was a discovery of pulmonary hemosiderosis
that was found in Cleveland, and members of the CDC dispatched
a team to be able to do the appropriate investigation of hemo-
siderosis.

The team that was dispatched by CDC from Atlanta was met by
our outreach workers. They were allowed into the homes where the
cases had been found, so we see that the outreach team which has
been developed in Cleveland has gone beyond the Healthy Start
box, and it has ramifications for other public health initiatives in
the city of Cleveland.

With these lessons in mind, the Greater Cleveland Healthy Fam-
ily/Healthy Start Consortium’s vision for the future is the provision
of supportive services to the highest risk women in the community:
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those who struggle with chemical dependency, those who reside in
homeless shelters, domestic violence shelters, those who are incar-
cerated, as well as the teens and the women who have fallen
through the cracks of the health care safety net in our commu-
nities.

Therefore, I would respectfully urge this committee to rec-
ommend the continued funding of the Healthy Start Initiative at
the community level. Channeling this money through any other
agencies, either State or Federal, would dilute the effects of the
program and halt the real progress being made to reduce infant
deaths.

In Cleveland, we believe the people most qualified to combat the
issues of infant mortality are the people who face those problems
on a daily basis. Thank you.

[The prepared statement of Mr. Crespo follows:]
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Mr. TOWNS [presiding]. Thank you very much. At this point, I
would turn to a gentleman from Cleveland who knows a lot about
Cleveland. In fact, he was the mayor of Cleveland.

Mr. KUCINICH. Thank you very much, Mr. Chairman, members
of the committee. I certainly want to welcome our visitors from
Cleveland and let Mr. Crespo know that I appreciate the work that
you are doing in our city on this program.

In my view, Healthy Start presents possibilities for saving the
next generation and for saving succeeding generations. It is a part
of our responsibility as lawmakers and as policymakers to be sure
that our policies are going to enable babies to grow, to blossom in
a healthy way, and I know this is what this program is about.

And I have a few questions, if I may, with permission of the
Chair, to ask relative to the program in Cleveland, so that perhaps
you can help us understand precisely where those benefits are and
enable us to develop policies that will be consistent with the needs
of the people of not only our community, but others who are af-
fected by this program.

With respect to the data that has been provided to the com-
mittee, one document cited Profiles, Attachment No. 1. It says that
Cleveland has seen a reduction of infant mortality among women
enrolled in Healthy Start from 22.4 out of 1,000 births in 1991 to
16.33. And in another document, which is the Health and Human
Services Fiscal Year 1998 Justification, Attachment 3, it says there
has been a reduction in infant mortality from 22.4 to 13.5 per thou-
sand. Still, in another document provided by the city of Cleveland,
as well as cited in your testimony, it says that infant mortality
among women enrolled in the program is now at 11.3 deaths per
1,000 births.

Could you help to establish what is the correct infant mortality
rate per 1,000 births for women enrolled in the Healthy Start Pro-
gram today?

Mr. CRESPO. Thank you, Congressman, yes. The data that you
referred to earlier is earlier data. The most current data that we
have, as of January 1997, for the women enrolled living in the
project area and enrolled in our Healthy Family/Health Start Pro-
gram is 11.3 deaths per every 1,000.

Mr. KUCINICH. So, then, it would be fair to say, then, that over
the course of the program the infant mortality rate has actually
been cut in half, from 22.4?

Mr. CRESPO. That is correct, for the women enrolled in the
project——

Mr. KUCINICH. Right. I understand that——
Mr. CRESPO [continuing]. The infant mortality rate has been re-

duced by approximately 50 percent.
Mr. KUCINICH. Mr. Chairman and members of the committee,

this is, I think, a striking testimony to the effectiveness of a pro-
gram when you can actually cut infant mortality rates by one half.
There are certain challenges, which, as you know, are out there to
the whole idea of Healthy Start, and some people would say that
the decrease in infant mortality rate could not be directly attrib-
uted to Healthy Start. But even though let’s suppose for the sake
of discussion that the decreases in the IMR cannot be directly at-
tributed to Healthy Start, aren’t there intangible benefits which
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are not measurable by the statistics which accrue to the commu-
nity?

Mr. CRESPO. I think that in terms of the spillover effect that we
have that this project has been able to provide to the community
is one of dignity to a population where historically we have not
been able to do that. When we speak about empowering the com-
munity and bringing them to the table to develop the strategies
and help us administer a project that is going to save the babies
in our community, I think that is something that is very valid and
certainly is something that speaks to the future generations, like
you indicated earlier.

So there are a lot of things. In terms of the job training, the
skills development, our outreach workers, for the most cases, this
was their first real job. I mean, they were one step away them-
selves from being a participant in this project. We have been able
to not only bring them on as indigenous outreach workers, those
folks that are recognized by the community as a leader in that com-
munity and to train them, but also in many cases they have moved
on to other jobs.

A good example of that, sir, is the recent flurry of HMO activities
all over this country. We have had our outreach worker army raid-
ed, to some degree, by HMOs because they know that the members
that they are trying to reach are, for the most part, the same par-
ticipants that our outreach workers have access to.

So we have developed a mechanism that is now being used by
at least three HMOs in Cleveland to be able to access those dif-
ficult members. And as we all know, if we continue to get them in
prenatal care early, that means higher profit margins for the
HMOs.

Mr. KUCINICH. Mr. Chairman, is there time for a couple of more
questions?

Mr. SNOWBARGER [presiding]. Well, let’s see. Make them short.
Go ahead.

Mr. KUCINICH. OK. According to Lolita McDavid, who I know you
are familiar with at Cleveland Rainbow Babies and Children’s hos-
pital, says that for every $1 spent on prenatal care, we save $3 in
later cost for babies that are born too soon or too small. And
through this program, have you done any studies which estimate
how many dollars have been saved by getting women, particularly
high-risk women into early prenatal care?

Mr. CRESPO. Sir, I have not done that study, but let me try to
respond this way. I have taken a walk through the intensive care,
perinatal unit at Metro Health Hospital, and every baby—those
million-dollar babies that are lying there—and some of them never
get a chance to go home—we feel that those are our babies, and
if we can continue to reduce the number of babies, the number of
million-dollar babies that are in that intensive care unit, then we
think that all the dollars that are spent with respect to Healthy
Start are dollars well spent.

Mr. KUCINICH. Thank you, Mr. Chairman. I want to thank you.
I just would like to conclude by saying this, that Cleveland has this
wonderful facility at Metropolitan General Hospital, where we care
for babies that are born prematurely for a number of reasons, and
this is what he is talking about. There are babies that effectively
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require $1 million in care because they have not received—their
mothers perhaps have not received the kind of care which this pro-
gram can provide.

So I view life as a seamless web, and these newborn children are
certainly part of that, in the essence of it, and so I am strongly in
favor of this program, and I hope that we will get support from
members of the committee and the Congress to continue. Thank
you very much.

Mr. SNOWBARGER. Thank you. I do not know how many of you
were in the room before Chairman Shays left, but he left us with
a question that probably you can answer better than those on the
first panel. It was his understanding, as this Healthy Start Pro-
gram was put into place initially, that there were really two hopes
for these programs. One is that they would be very much controlled
locally, and the second is that they would be at some point in time
where they would be self-financed and self-sustaining.

I believe that Dr. Hatcher addressed that, to some extent, in her
testimony, but could the others of you respond to the sustainability
question, please?

Mr. COYLE. Yes. I would like to. We, in Baltimore, never under-
stood that.

Mr. SNOWBARGER. Well, it is important for us to know that.
Mr. COYLE. We understood that that was supposed to be the

strategy. We did not understand how that would ever work. The re-
verse would be true for us. We would think that the strategy would
be if you took 15 sites and did this kind of intensive intervention,
looking for real models that work, that you would then continue a
few of the best sites and let the rest of the sites go—that is what
our view of what a demonstration project ought to be—so that
those sites that have done this would continue and be able to put
that kind of information and technical assistance and research out
to the rest of the country.

We are working very aggressively to find dollars to sustain our
program, and we hope to do that, but if anybody knows the founda-
tion situation these days and the whole other cutbacks in State
government, as well as the Federal level, where one would think
that you could sustain a program at $7 or $8 million is hard to un-
derstand.

We are committed to sustaining our program, but I must say we
never understood the model to start with.

Mr. GUYER. Can I just make a quick response?
Mr. SNOWBARGER. Yes.
Mr. GUYER. I think sustainability is a really tough issue for these

programs. In part it is because I think the level of investment that
it takes to have the good outcomes is much higher than any of us
ever anticipated it would be. This is not the level of investment
that providing early prenatal care takes. It is a level of investment
that accounts for all of the social issues related to these poor out-
comes as well.

To the extent that there are savings to these programs, those
savings probably accrue to Medicaid, and you did not have anyone
from HCFA here today in your earlier panel. You might want to
think about using savings that accrue to the Medicaid program to,
in fact, sustain these preventive efforts at the community level.
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Ms. WILLIAMS. Mr. Vice Chairman, I neglected in my opening re-
marks to introduce our executive director, Mr. Robert Pugh, who
is the executive director for the Mississippi Primary Health Care
Association, which is my organization’s grantee, and I believe he
would like to address your question.

Mr. SNOWBARGER. Mr. Pugh.
Mr. PUGH. Thank you, Mr. Vice Chairman and other members of

the committee. Since I have not had the opportunity to say ‘‘good
morning,’’ I will now say good morning or early afternoon and will
say that I am very delighted to have the opportunity to be here
today and to address you.

The issue of sustainability is one in which the Delta Futures
Project in Mississippi is currently developing a strategy around. As
Ms. Williams indicated during her testimony, we are one of the
seven supplemental projects that were funded; therefore, we are
just in our 3d year of Healthy Start.

The issue of sustainability was not very clear at the beginning;
however, the division of Healthy Start has worked very diligently
with us to help begin the process of looking at sustainability. I can
tell you that that issue is a very difficult one for a rural area and
a very economically depressed area like the Mississippi Delta.

Unfortunately, the Medicaid managed care picture in Mississippi
has not moved along as far as it has in some other States. We do
not have operating HMOs. We had hoped that we would be able
to develop a practical sustainability approach through working
with HMOs that would be developing in Mississippi around Med-
icaid managed care. Unfortunately, this has not happened.

Currently, however, we are working with our State health de-
partment to look at ways in which we can identify a sustaining and
recurring source of revenue through providing case management
services to the Medicaid-eligible population through our Medicaid
Division, and we are very, very excited about the possibility of get-
ting that program under way during this 0–3 year to continue not
all of the efforts we are doing under our Healthy Start Project, but
some of the areas around case management that are very impor-
tant to us.

So it is going to be very difficult to undertake any real sustain-
ability for a program like we have in Mississippi in the near future
in the short run, but we are hopeful that some success can be
reached and can be started.

Mr. SNOWBARGER. Mr. Crespo, do you care to respond?
Mr. CRESPO. Yes, if I may. Thank you. We looked at components

that we had nurtured, if you would, for the first active 4 years of
the project and saw where we were getting the most bang for our
buck, if you would pardon the pun.

We found that clearly outreach was something that needed to be
sustained. How we did that, we moved our outreach team in terms
of the management of that team from two, very good, sort of tradi-
tional medical providers to an organization that is called the
Neighborhood Centers Association, which is an umbrella organiza-
tion of 22 settlement houses in the community. So now the out-
reach is being managed by them.

They have been able to successfully enter into two contracts with
HMOs to deliver the outreach services that I spoke of earlier. With
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respect to the school teams, we also had outreach workers called
‘‘specialized outreach workers’’ that work solely in the middle and
high schools.

That was given also to the public school system because, again,
the cultures of the organizations where it was really meant to man-
age could not really understand, I mean, the needs of the kids ef-
fectively. So we gave the administration of that over to the school
system. We are expecting that they will be able to sustain compo-
nents of that within their own structure.

When we talked about the component of the high-risk teen, we
have a high-risk team that goes into the Justice Center for Incar-
cerated Women in Cleveland. We have worked out a memorandum
of understanding with the Cuyahoga County Justice Center so that
they can again absorb those kinds of models that we know are ef-
fective and working.

Last, I just want to bring up the issue of consortium. As you
know, the Consortium is sort of the whole infrastructure that has
to be maintained, and how do you do that? Well, consortia activity,
the community activity with the settlement houses that are doing
the outreach really validate those kinds of efforts. Those are the
kinds of things that bring together community leadership.

Clearly, everyone that comes to the table is not concerned about
infant mortality, but the problems that come to the table are di-
rected and are involved and do have a causal effect on the babies
that are dying in our community. So everyone comes with some so-
lution, although in their mind they may not know that the solution
that they are providing is, indeed, a solution to help combat infant
mortality.

So those are the ways that we are attempting to sustain the suc-
cessful components that we have seen in Cleveland.

Mr. SNOWBARGER. Is it fair to say that you are sustaining your
program be delegating your outsourcing?

Mr. CRESPO. I think it is fair to say that in Cleveland we need
to look at existing structures and prove to them that we have a
model, show them that we have a model that has had some results,
and we would like for them to help us sustain those, yes.

Mr. SNOWBARGER. Just a real quick yes/no answer on this, be-
cause I heard it a couple of places. Do you feel like you are properly
advised concerning the expectations on sustainability? I have one
yes, one no, obviously. You really kind of mention——

Mr. COYLE. I do not want to be misunderstood. What I was say-
ing is the Federal Government 2 or 3 years ago started asking each
of the sites to get ready for sustainability, so there is no question
that the Federal Government gave the signal. In my mind, they did
what they were supposed to do. What I was saying to you is that
it would seem to me if you develop models that work, if you took
a model in cancer or AIDS and it was working, you would not come
to the point where, OK, it is working; now we are going to put it
out of business.

I said I had trouble with the idea of how to do that. Let me just
make one important point here. Baltimore is committed to raising
significant dollars for sustainability, but what is going to happen
in Baltimore is if we do this, because people believe in the infra-
structure that we have, we are going to move away from infant
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mortality because if you are dealing with managed care organiza-
tions or foundations or others, a lot of them want you to do some-
thing, but it is not infant mortality driven.

So I have explained to the feds earlier that, yeah, we can raise
a lot of sustainability money, but it is not going to help necessarily
reducing infant mortality and low birth weight because the dollars
that we will get will not be targeted for that. So there is a real di-
lemma here.

Mr. SNOWBARGER. Dr. Hatcher.
Ms. HATCHER. Yes. I would just like to add and supplement what

has been said. I think the Federal Government was very clear with
us regarding the sustainability, but what has happened to us, there
is a changing with health care reform, welfare reform, and all these
changing systems, it is just very hard to begin to look at sustain-
ability. I mean, to actually do it, not to look at it. You can look at
it, you can plan, but you have a lot of people competing for a
shrinking pot.

Mr. SNOWBARGER. Does anybody else care to respond? I apolo-
gize.

Mr. CRESPO. Mr. Chair, with my experience, I think that the di-
rection that we received from Washington in terms of sustainability
has been fairly clear.

Mr. SNOWBARGER. Thank you. Mr. Towns.
Mr. TOWNS. Thank you very much, Mr. Chairman. Mr. Chair-

man, we have been joined by one of our senior, senior, senior Mem-
bers in Congress, and I am referring to his service. [Laughter.]

An outstanding and highly respected Member, Congressman Lou
Stokes from Cleveland. At this time, Mr. Chairman, I would like
to yield to him.

Mr. STOKES. Thank you very much, Mr. Towns and Mr. Chair-
man. It is a pleasure to be here, even if I have to withstand these
attacks on me. [Laughter.]

But I want to say for me it is a special pleasure to be here, first,
because this committee has been so instrumental in terms of the
promulgation of this particular legislation. I have had occasion to
come here before the subcommittee and testify, and I really com-
mend you for the interest and concern that you have taken in this
whole matter. I am pleased to see these outstanding panelists who
are here this morning and want to extend a special welcome to Mr.
Juan Crespo, who is our Healthy Start Program director in Cleve-
land.

The Healthy Start Program is very important to me. As you
know, former Secretary of the Department of Health and Human
Services, Dr. Louis Sullivan was one of the initiators of this legisla-
tion. We included it at the time we put forth the Disadvantaged
Minority Health Improvement Act, which I sponsored in the House
and Sen. Kennedy sponsored in the Senate, historic legislation
which Healthy Start became a part of.

I serve on the Appropriations Subcommittee on Labor, Health,
and Human Services, and Education, Mr. Chairman, where last
year we put up an extensive fight to try and save this program. At
that time, it was felt that we had reached the 5-year mark and per-
haps we should move on and do other things.
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And we had some pretty tough fights over on our committee try-
ing to get it funded because we realized that we could show on
graphs the kind of progress that has been made in 15 cities around
the country, major cities. We were able to show what was hap-
pening in infant mortality prior to the initiation of this legislation
and how the graph would show in a very vivid way how we had
made some inroads on this whole infant mortality problem.

So, I am hoping that we can get this program reauthorized and
funded, and let us continue making the progress that has been
made.

I have a statement which I will submit for the record, and I ap-
preciate the opportunity to be here with you, Mr. Chairman and
Mr. Towns.

[The prepared statement of Hon. Louis Stokes follows:]
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Mr. SNOWBARGER. Thank you, Representative Stokes.
Mr. Towns, do you want to do some questioning?
Mr. TOWNS. Yes. Thank you very much, and let me just say, it

is a pleasure to have you here with us, and we know, in terms of
the work that you have done in the area of health period, and then,
of course, in this particular issue as well, so we are delighted to
have you here.

Let me just move, first of all, to Mr. Coyle and to Dr. Guyer. My
staff had an opportunity to visit your program, and they came back
all excited, and, of course, I must admit, they do not get excited too
often. So evidently you must be doing something very special over
there.

Let me go to the question, though, of why do you think it was
important to include men as part of your Healthy Start Project.

Mr. COYLE. We had a project that preceded Healthy Start, and
that is one of the reasons we were selected, because we had a head
start, something called the Baltimore Project, that had been in
place for 2 years before we started Healthy Start, and so we had
2 years of experience in this business at a much smaller level.

In the first year of Healthy Start, as we were getting to some of
the huge, risk-taking behaviors that our women have in these poor
communities, the realization came to us, which should have come
earlier, that many of these risk-taking behaviors, particularly sub-
stance abuse, is directly related to the male partner.

So a lot of their behaviors are affected dramatically by the male
partner they are with, either the father of the child or a significant
other, and we began to believe that if you are going to change risk-
taking behaviors which are at the heart of reducing infant mor-
tality and low birth weight, you have got to bring the father into
this. And so we created this very special men’s program.

Joe Jones, who is somewhere in the audience, he runs this pro-
gram. We have had great publicity on this, national publicity on
this men’s program, and what it focuses on is taking the highest
risk men that you all know that are in your communities and in-
sisting that they pay attention to their children.

And so the first focus, when we get these men, is that their first
responsibility is to their children. Once that starts happening, then
we deal with all the other social, economic, and health issues deal-
ing with the men, most of which is around substance abuse, drug
dealing, and those kinds of things. And we have had tremendous
success with getting the men not only to take better care of their
children, but also to really turn their lives around.

But the answer to your question is, we believe you cannot change
the risk-taking behaviors of women if you do not deal with their
male partner simultaneously.

Mr. TOWNS. Thank you very much. Mr. Chairman, what I would
like to do is ask this question, let it go down the line, and that will
be it for me, but I wanted to get a response from all of them on
this issue.

I guess the best way to ask this would be, let’s switch roles, and
thinking in terms of what Congressman Stokes said in terms of the
fights that we have had around here trying to maintain programs
such as this that we know are doing a great job: what should I say
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to my colleagues that do not support these programs in order to
convince them to do so? Arm me. Give me some material.

I tell you what, so I do not miss anybody, why don’t we start
with you, Mr. Crespo, and then we will come right down the line?

Mr. CRESPO. Thank you, Congressman. I think probably the most
relevant thing is that we have seen, in the projects represented
here today among others, have seen that the process objectives are
being met; that is to say that we know that if we enroll them early
in their pregnancy, infant mortality, indeed, is going to be reduced
in that community.

And the spillover effect of that factor alone would have very posi-
tive outcomes in terms of the overall makeup of that community in
terms of substance abuse, in terms of school dropout rates, in
terms of other activity that would lend itself to putting together the
community that we need in order for babies to live in it.

So I think that the important thing, sir, is that we need to look
at this project, and we need to get out of the Healthy Start box.
Infant mortality reduction is much more encompassing, and every
facet of society has an impact on it, so the dollars that are spent
here are dollars that are well spent.

Ms. HATCHER. I think that just by reducing low birth rate and
some of the problems that we know occur in our communities, that
costs a lot of money. Not only do you have to spend the $200,000
for a low-birth-rate baby in the neonatal, intensive care unit; that
child is more likely to have other kinds of developmental problems,
so long term, we continue to pay for this.

So in Healthy Start we can reduce the number to have healthier
children from the beginning, I think over the long term there is a
significant reduction in cost. It may cost us $100 or $200—and that
is probably low—I will say $2,000 per case-managed woman, a
woman that we case managed, but if you do not have to spend
$200,000 for that neonatal, intensive care unit, right there you al-
ready have some health-care-dollar savings.

I do not think we see it all in the short term; some of it is a
much more long-term effect, and so it is very hard for us to give
the kind of specific data that people may want, but I think we have
to see this as a long-term effect. There are some short-term sav-
ings, but there is also the big long-term savings.

Mr. PUGH. Congressman Towns, in response to your question, we
certainly recognize that there are a lot of competing interests and
priorities in this Nation and across the various States and other
communities. The idea of improving pregnancy outcome certainly
can be looked at in a cost-benefit way, just as Dr. Hatcher has
talked about some, but she also made another profound statement
a little bit earlier, when she said it takes more than direct medical
intervention to reduce infant mortality and low birth weight.

The fact of it is, you can judge a nation by how it cares for its
children, and the fact of it is that nothing is more important to our
future in this Nation than raising healthy children and giving
every child that is coming into this country, coming to life, a
healthy start.

And one of the ways that we have known that we have done that
in Mississippi is by increasing community awareness and bringing
the community together around this issue to develop strategies to
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help them solve their own problems in their communities related
to infant mortality, low birth weight, high rates of teenage preg-
nancy. And we think it is very important that resources be pro-
vided to do everything we can in this Nation to raise a healthy, fu-
ture population for this Nation’s sustainability, and I think that it
is very important that this be given top priority, regardless of the
other competing interests.

And I believe that the Congress can do much in helping to foster
the idea that this is a Nation who cares about its children, that,
indeed, this is a Nation that cares about its future.

Mr. TOWNS. Thank you, Mr. Pugh. Ms. Williams. Oh, you want
to be identified with his statement. Dr. Guyer.

Mr. GUYER. I will just make a brief comment. It is unfortunate
that the timing of the evaluation of this project is not exactly syn-
chronous with the project itself. The experiment is still in the mid-
dle, and it would be a shame if what seem to be promising early
results, in fact, are lost because the level of support is not sus-
tained. A few years later we may find out that this was one of the
most successful efforts ever launched by the Federal Government
in this area.

So I would make that argument for sustaining the level of effort
that currently exists.

Mr. TOWNS. Thank you very, very much. Thank all of you for
your testimony and for your comments. You have been extremely
helpful. I yield back to you, Mr. Chairman. I am sorry I went a lit-
tle over.

Mr. SNOWBARGER. That is fine, Mr. Towns. Let me ask two final
questions. One, Ms. Williams, specifically relates to the Delta Fu-
tures Program. In her testimony, Dr. Nora indicated that this
project was one of the problem projects, maybe is the best way to
put it, and I suppose by raising the topic I give you the opportunity
to respond, but really what I was looking for is, are there things
that you have gone through that we can learn how not to do things
perhaps?

Ms. WILLIAMS. I would certainly hope so.
Mr. SNOWBARGER. Do you have any specifics that you can give

us at this point?
Ms. WILLIAMS. I think a lot of the struggles that we have dealt

with deal specifically with rural communities, inasmuch as we are
not always on the same learning curve as urban areas might be,
and we found that people often come—when you have moneys that
are available, everyone is struggling for their share or their piece
of the pie, and conflict is oftentimes just an inherent part of that
process.

And we certainly learned a great deal about how to deal with
and manage conflict and work with those communities and deal
with that, and I think that we have been very successful in that
area.

Mr. SNOWBARGER. One last question, however many of you want
to answer this. I asked the last panel about coordination and co-
operation between Federal programs. They were all very self-con-
gratulatory and actually had held a conference together, so obvi-
ously they are coordinating their programs.
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Do any of you care to respond to that? Do you find that all of
these child-health-care programs are working in synch and in co-
ordination, or are there problems there?

Mr. CRESPO. Mr. Chairman, I think there is a need for improve-
ment on how that information gets to the community level. That
is not to say, of course, that we are not made aware of certain con-
ferences or funds that are available or initiatives that we may be
able to add our experience to, but at the community level, those de-
cisions are made here; and the way they are brought down some-
times, I think, needs refining. But, overall, I would say, yes, at
least from Cleveland’s perspective, that we are made aware of
those.

Mr. SNOWBARGER. All right. Does anybody else care to respond?
Dr. Hatcher.

Dr. HATCHER. Well, I think they are working together. In the
District of Columbia not only do we have the Healthy Start Project;
we have what is called the National Institutes of Health D.C. Ini-
tiative, and that initiative is a research project, but it is looking at
this issue of infant mortality so we can have a better under-
standing of what is impacting infant mortality and what is unique
about infant mortality here in the District of Columbia.

I think it is particularly important because we are primarily an
African-American community. The disparity in infant mortality is
in our community, and so it provides a unique opportunity for us
to somewhat be a laboratory, even though we do not want to be
studied to death, but a laboratory for what can really work. And
those efforts from NIH are very community based also. We hope
the next level of funding will be more intervention projects that
will kind of support that some of the Healthy Start models were
actually very, very effective, even though we believe our prelimi-
nary data says that.

Also, we are very fortunate to have from CDC an epidemiologist
assigned to our office so she can help us look at our data and help
me and other staff have a better understanding of data and to use
that data to really evaluate and design other projects.

Mr. SNOWBARGER. Does anyone else care to respond? Dr. Guyer.
Mr. GUYER. I think Healthy Start has been a somewhat isolated

program since its inception, and I think it would actually benefit
if the Federal agencies all spend some time thinking about what
have they learned from the Healthy Start experience and how the
different kinds of initiatives from the different agencies could inter-
act with each other at the community level.

I think it is hard for community-level people to access all of the
different Federal initiatives. You hear that the District of Columbia
has lots of them. I suspect Mississippi has few of them; so there
is a real unevenness. And I think HCFA also needs to be brought
into that because they have the money, and they are potentially
the ones who will both fund the failures and benefit from the sav-
ings.

Mr. SNOWBARGER. Representative Stokes.
Mr. STOKES. Thank you, Mr. Chairman. Once again, let me

thank both you, and your ranking member, Mr. Towns, for inviting
me to participate in this hearing this morning.
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I have two quick questions. As we seek to reauthorize the
Healthy Start Program in its own right and having looked at this
program now for a period of 5 years, in your professional judgment,
are there certain provisions that we ought to put into this legisla-
tion to strengthen it? And I hope I am not covering something that
you perhaps have already covered today.

Mr. CRESPO. Congressman, I think that as we look at expanding
this project, the local initiatives, I think, have a lot of experience
and a lot of wherewithal to help shape the future of how infant
mortality reductions projects in this country ought to be run.

I would respectfully recommend, suggest that project directors be
brought in on the discussion when it is about expanding a project
or funding a project, developing new criteria for a project, so that
the Federal Government, the Federal entity charged with it, can
benefit from our experience. And I do not know that that has been
the case. We need to be at the table in terms of offering some direc-
tion and some experience.

Mr. STOKES. Last, as directors, do you see any special challenges
facing either Healthy Start Program participants or yourselves as
directors of this program?

Mr. CRESPO. The special challenges, sir, when we—I would like
to answer that by pointing to our young people, and by ‘‘young,’’ I
mean middle school because, for the most part, when we get them
in high school, it is already too late. So we need to start the pre-
vention and the abstinence messages, we need to start them ear-
lier. We need to start them in middle school.

So one of the challenges, sir, is that if this project is not allowed
to continue, we allow—because of it, the Cleveland Public School
System is for the first time beginning to track incidents of sexual
activity and pregnancy in these schools. That has not been avail-
able before.

So I would again—that is going to be a big challenge for that
school system and for the Cleveland project to be able to maintain
that kind of information and that kind of data.

Mr. SNOWBARGER. Thank you, Mr. Crespo. Does anyone else have
any comment?

Mr. COYLE. Just two things.
Mr. SNOWBARGER. Sure.
Mr. COYLE. One is—Congressman Towns asked something about

this before—Congressman Stokes—the whole title of paternal child
health in some way needs to be relooked at and redefined. Unless
we can bring, especially in major cities, the African-American male
into this process in a real way, we are going to make very little
progress. And as long as we look at this—and I understand all the
history of maternal and child health, but we have excluded African-
American males from the whole family process. The welfare system
has done that. A whole range of things have done that.

Until they are active participants in whatever Healthy Start and
whatever other similar projects happen in the United States, we
are not going to make a lot of progress.

Also, I just wanted to say that we did not have the opportunity
at the beginning, but several of our participants, clients in Healthy
Start, who are the heart of the matter, took the time to come down
here today to see what a hearing was like because they are inter-
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ested in that. I would like for them to stand up so that you know
that they came and they wanted to see what this is all about. And
they are the people that make our program work.

[Applause.]
Mr. STOKES. Thank you very much. It is nice to see all of them

attending a hearing of this sort. I am sure it is edifying for them
and a comfort for them to listen to all of the experts testify on
something that is so near and dear to them.

Mr. Chairman, I think you have been very generous——
Mr. SNOWBARGER. Dr. Hatcher, did you care to respond?
Ms. HATCHER. I will just briefly say that I think that we are

going on the right track with trying to strengthen Healthy Start.
If we use the lessons that all of us have learned with 22 projects
and we cannot only tell the next projects, but their communities
need to understand, this is, you know, kind of the background of
infant mortality, so they do not have to start from the beginning.
We can give them some information, and they can go from that
point forward.

Mr. SNOWBARGER. Thank you. I, too, want to thank all the wit-
nesses for their appearance. Mr. Crespo, it was pointed out to me
that you are at the table, but perhaps the table is a little too small
and the time too short to get into all the detail that we need to.

There being no further business before the committee, the sub-
committee is adjourned. Thank you again.

[Whereupon, at 12:55 p.m., the subcommittee was adjourned.]

Æ
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